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SPECIAL ARTICLE 


DISCUSSION OF THE ETIOLOGY, SYMPTOMS AND PROGNOSIS 
OF ARTERIOSCLEROSIS 


By Joun Puitutps, M. D., Cleveland Clinic, Cleveland, Ohio 


OCTOR JOHN PHILLIPS of Cleve- hypertension, is a condition which occurs so frequently 
ial’ Alle, anes-io anes ol the: Col after middle life that it often occasions grave concern, 
fornia Medical Association at the 1925 ses- not only to physicians, but also % the laity. In fact, 
MRE ie Besssatee Masiondl Sask. and after the age of 45 most of the tragedies of life are arterial in 
ahead his ienportant. message on covtein tM * fact which has given rise to the oft-repeated statement 
ns ab setinienchiresieat ene. td. the gem that A man is as_old as his arteries.”” —The writer proposes in 
ae wndidas Barter. this paper to discuss some of the general features of arterio- 

sclerosis, particularly the symptoms, as he has observed them in 
a general and consulting practice. 
Many individuals have well-marked arteriosclerosis for years, without experiencing any apparent 


impairment of health; and if it is uncomplicated by a high blood pressure or by impairment of renal 
function the condition is not incompatible with long life. 


Arteriosclerosis most frequently affects the aorta and its branches; appearing with comparatively less 
frequency in the cerebral and the mesenteric vessels. It is important to remember that well-advanced 
arteriosclerosis may be present in certain vessels, such as the aorta or cerebral arteries, while the radial, 
brachial, and femoral arteries may give no evidence of sclerosis. The vessels of the extremities may be 
rigid and tortuous, while the intima of the aortic arch is smooth. Generally, however, the condition is 
widespread and affects all the arteries throughout the body. If an arterio-capillary fibrosis (Gull and 
Sutton type) is also present, the patient has arterial hypertension, and eventually sclerotic kidneys will 
develop. O’Hare and Walker have called attention to the fact that in cases of essential hypertension 
which apparently are free from arteriosclerosis of the arteries which are accessible for palpation, there 
may be a considérable degree of sclerosis of the small blood vessels. These authors conclude that, while 
their results definitely “establish the fact that the peripheral vessels play little or no part in hyperten- 
sion,” “they do show, however, a definite relationship between small vessel sclerosis, as indicated in the 
retinal arteries and high blood pressure.” As they s:ate, therefore, the condition of the retinal arteries 
should be considered a fair index to the condition of the small vessels throughout the body. 


The pathological condition of the larger vessels produced by arteriosclerosis may be summarized as 
follows: There may be small, yellow, non-elevated areas of fatty degeneration beginning in the tunica 
intima. Gelatinous areas may be scattered over the intima, appearing particularly at the orifices of the 
arteries. These may fuse into larger plaques and at times may undergo calcification. There may be 
areas of atheromatous softening which project above the level of the intima, thus causing a roughening 
of the inner surface of the vessel. Coincident with these changes, the tunica media becomes atrophied and 
sometimes shows foci of necrosis and areas of calcification. The adventitia becomes thickened and indu- 
rated. As a result of these changes, the artery becomes elongated and tortuous and may show aneurysmal 
bulgings. In arteriosclerosis of the Gull and Sutton type, our knowledge of the changes in the capil- 
laries has been greatly enriched by capillaroscopy. 


INTRODUCTORY NOTE N RTERIOSCLEROSIS, with or without an associated 


. ETIOLOGY 


Many factors, of which we are still ignorant, undoubtedly play a part in the etiology of arterio- 
sclerosis. Undoubtedly, heredity plays an important role. Many patients are born with defective vas- 
cular tubing. We have all seen families, in every member of which arteriosclerosis has developed at an 
early age. In considering the importance of heredity, however, it should be borne in mind that the occur- 
rence of fatal cases of arteriosclerosis in several members of a family may have been due to the fact that 
they all lived. in the same environment, were exposed to the same infections and had the same faulty 
habits of living and eating. Syphilis is the most important single factor in the etiology of localized arterio- 











1122 


sclerosis. The majority of aneurysms of the aorta 
are due to syphilitic infection. Other infectious dis- 
eases, such as typhoid fever, as has been emphasized 
by Thayer, scarlet fever or influenza or the pres- 
ence of localized foci of infection may cause arterial 
changes. Arteriosclerosis due to these causes is not 
always associated with hypertension. In my expe- 
rience with out-patients in hospital practice I have 
been impressed with the frequent occurrence of 
arteriosclerosis in young men, who, at an early age, 
were compelled to do heavy manual labor, and who 
harbored foci of infection, such as infected tonsils 
or teeth. As a rule, the arterial changes in these 
patients were not associated with hypertension. In- 
toxicants, such as alcohol, lead, tobacco, or the toxins 
of gout tend to promote the development of arterio- 
sclerosis. On the basis of my own experience, I do 
not believe that alcohol is as important an etiologi- 
cal factor as tobacco. Overeating, because of the 
resultant obesity, is responsible for many cases 


of arteriosclerosis, especially those associated with 
hypertension. 


The role of diet in the etiology of hypertension 
and arteriosclerosis, aside from the production of 
obesity, is to a degree uncertain. In spite of recent 
studies by Mosenthal and others, in which they dis- 
claim any marked relation of protein intake to the 
blood pressure, clinical experience in cases of hyper- 
tension in which the patient has been accustomed 
to a heavy protein diet over a prolonged period, and 
in which the symptoms have been somewhat ameli- 
orated by the diminution of proteins, makes one still 
question the final value of a study of a series of 
hospitalized patients for a limited period of time. 

A very real danger in some cases is that of under- 
feeding, with resultant anemia, and Mosenthal 
sounds the warning that, in order that the health 
and strength of the patient may be maintained, the 
amount of diet should be regulated according to the 
hemoglobin content of the blood, which should not 
fall below 80 per cent. It should be borne in mind 
also that, in regulating the diet, the prime essential 
is weight reduction and, therefore, an undue pro- 
portion of carbohydrates should not be prescribed in 
place of protein. 

As for Allen’s conclusions regarding the influence 
of sodium chloride on the production of hyperten- 
sion, here again it would appear that observation of 
the effect of the elimination of salts in hospitalized 
patients is not a sufficient criterion. Allen’s findings 
as to the value of the elimination of salts in the 
treatment of high blood pressure have not been con- 
firmed by most other observers. As O’Hare and 
Walker state: “The only reason given for the 
almost universal restriction of salt in treating hyper- 
tension is based on the assumed decreased viscosity 
of the blood resulting therefrom. But this is mere 
assumption and not proved or accepted. Perhaps 
the close relation between chronic nephritis (with 
salt retention) and vascular hypertension is respon- 
sible for the salt reduction treatment. Perhaps it is 
pure empiricism or a clever method to prevent over- 
eating by rendering the food less palatable.” 

Certainly, general clinical experience does not ap- 
pear to assign any important etiological role to the 
intake of salts; and the same may be said regard- 
ing the fluid intake. The essential etiological factor, 
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as far as diet is concerned, would appear to be the 
weight factor. Obesity is the real enemy rather 
than this or that food constituent. 


In recent studies to discover which, if any, me- 
tabolites might have a pressor effect and, therefore, 
might be a factor in the production of hypertension, 
Major and Stephenson state that the guanidine 
compounds normally excreted by the urine have a 
marked and prolonged pressor effect. Moreover, 
they have found that patients with essential hyper- 
tension, as well as those with chronic nephritis asso- 
ciated with hypertension, have a decreased output 
of guanidine bases. 

Whatever may be the cause of hypertension, how- 
ever, whether it be renal disease, infection, the re- 
tention of certain metabolites, such as guanidine, 
overeating, or the stress and strain of modern life, 
it is eventually followed by arteriosclerosis. Un- 
doubtedly, essential hypertension (hyperpiesia) leads 
to arteriosclerosis. Advanced arteriosclerosis with 
aneurysms may occur in small children. Recently, I 
saw a child 5 years of age with thickened tortuous 
arteries, with well-marked sclerotic changes in the 
retinal vessels, and with a systolic blood pressure of 
220 and diastolic of 130. At autopsy the typical 
changes of advanced cardiovascular renal disease 
were found. 

In addition to these types of arteriosclerosis, 
caused by infection, or by heredity, or by hyper- 
tension, the arteriosclerosis of old age should be 
mentioned—the type which Albutt calls “descres- 
cent” or involutionary. This type, in which the 
arteries are thickened, tortuous and markedly calci- 
fied, is not necessarily associated with hypertension. 

The role of the endocrines in the production of 
hypertension and arteriosclerosis has not been estab- 
lished, although that some relationship exists is sug- 
gested (1) by the undoubted etiological importance 
of obesity; (2) by the arterial hypertension which is 
associated with the menopause; (3) by the fact that 
hypertension associated with an adenoma of the thy- 
roid gland is relieved by thyroidectomy; and (4) 
that worry, and prolonged emotional strain, which, 
as Cannon believes, are directly related to the func- 
tion of the endocrine organs, are mentioned as causes 
of hypertension and arteriosclerosis. 


SYMPTOMS 


In considering the symptoms of arteriosclerosis, 
although, as a rule it is a generalized condition 
affecting all the vessels of the body, yet, as stated 
above, the pathological changes may be much more 
advanced in certain areas of the body than in others. 
The symptoms of arteriosclerosis are due to the fol- 
lowing causes: (1) A reduction in the blood supply 
to an organ, as the result of which the function of 
the organ is impaired and fibrous tissue gradually 
replaces the normal parenchyma; this process is well 
illustrated by the fibrous myocarditis, which results 
from coronary sclerosis. “(2) Necrosis, which occurs 
when the sclerosis of the vessels has advanced to the 
point of obliteration. This is most marked when 
the affected vessels are the so-called “terminal” or 
“end-arteries” as, for example, in the heart or brain. 
In the brain this necrosis produces areas of soften- 
ing; in the extremities gangrene may result. (3) 
Angiospasm, which is more apt to occur in sclerosed 








September, 1925 


than in normal vessels. Angiospasm of the extremi- 
ties gives rise to pain and ischaemia, such as is seen 
in Raynaud’s disease. Spasm or intermittent closing 
of the cerebral vessels causes transient attacks of 
aphasia, monoplegia, or hemiplegia, or, at times, con- 
vulsions—the so-called vascular crises described by 
Pal of Vienna. 

It is obvious from the above description that the 
symptoms of arteriosclerosis can be best considered 
in their relation to the various areas which may be 
involved. In some patients in whom the condition 
is generalized, the only symptoms may be a grad- 
ually increasing weakness, loss of mental acuity, fail- 
ing appetite, increasing pallor, and loss of weight. 

The symptoms of cerebral arteriosclerosis depend 
on the fact that the blood supply of the brain is 
diminished, with resultant impairment of the nutri- 
tion of the brain. It requires, however, a consider- 
able diminution of the blood supply to produce 
symptoms, for the brain is supplied with a much 
greater quantity of blood than is actually necessary 
for its normal function. The first symptoms pro- 
duced by a decreased blood supply to the brain are 
those which are.characteristic of neurasthenia, i. e.: 
undue fatigue, mental and physical, after a moderate 
day’s work; diminished capacity for mental concen- 
tration; a marked inclination to worry over trifling 
business difficulties or about the health. The patient 
is often irritable and forgetful, and at this stage 
may become much depressed, believing that he is no 
longer of any use in the world; he may even show 
suicidal tendencies. The lack of memory is mani- 
fested by difficulty in the choice of words and par- 
ticularly by forgetfulness of recent events, in con- 
trast to memory of the experiences of childhood 
which is retained much longer. The loss of memory 
may gradually increase until the patient becomes 
unable to take part in any conversation beyond say- 
ing “yes” or “no.”’ Sometimes the patient, who may 
previously have been very fastidious about his dress, 
becomes very neglectful of his personal appearance. 
These general symptoms indicate a sclerosis of the 
anterior cerebral artery. 

In cases in which cerebral arteriosclerosis is asso- 
ciated with hypertension, headache, vertigo, tinnitus 
aurium, insomnia and at times vomiting, may be 
striking symptoms. The development of intense 
headache in the later years of life is due to sclerosis 
of the cerebral vessels more frequently than to any 
other cause. The presence of a well-marked arcus 
senilis and the discovery of characteristic changes 
in the retinal vessels by ophthalmoscopic examina- 
tion may reveal the true cause of the headache. Ver- 
tigo, either severe or manifested simply by a sense 
of insecurity of equilibrium, is a common symptom. 
Some of these patients complain of vertigo when 
they are in certain positions, particularly when lying 
flat on the back. In cases of hypertension associated 
with arteriosclerosis, noises in the ears (tinnitus 
aurium) are nearly always present at some stage 
of the disease. 

In cases in which the arteriosclerosis is associated 
with high blood pressure, there may occur attacks 
of transient monoplegia, hemiplegia or aphasia due 
to intermittent claudication or closing of the cere- 
bral vessels, these attacks sometimes being associated 
with migraine. These “larval apoplexies,” as Sir 
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Clifford Albutt has called them, may be accom- 
panied by convulsions, and they are often followed 
within a few months by cerebral hemorrhage. 

In many patients there is evidence of this hyper- 
tonic contraction of other vessels, such as the angina 
which indicates spasm of the coronary arteries, ab- 
dominal pain indicating the involvement of the 
mesenteric arteries, and cramps when the vessels of 
the extremities are concerned. 

The differential diagnosis in these cases is not 
difficult. A sudden hemiplegia, as a rule, is caused 
by hemorrhage, by embolism, by thrombosis, or by 
intermittent closing of the cerebral arteries. The 
first three of these conditions cause destruction of 
brain tissue with resultant loss of function. The last 
causes a temporary impairment of function in the 
part of the brain affected—a halting of brain func- 
tion as the result of the temporary closing of the 
channels which convey the blood, a condition com- 
parable to intermittent claudication. The transitory 
character of the hemiplegia, therefore, is the strik- 
ing feature in cases of vascular spasm. 

The middle cerebral artery is the vessel most fre- 
quently affected. Lesions of this vessel will cause 
contralateral hemiplegia and hemianesthesia and— 
especially when the artery on the left side is af- 
fected—both motor and sensory aphasia. 

Lesions of the third division of the left middle 
cerebral artery will cause alexia with hemianopsia or 
hemiachromatopsia dextra. Thrombosis of the pos- 
terior inferior cerebellar artery will cause unilateral 
paralysis of the larynx and palate, dysphagia, con- 
tralateral hemianesthesia and homolateral trigemi- 
nal anesthesia. Obstruction of the basilar artery, 
or aneurysm of this vessel or its branches, may give 
rise to a train of symptoms and physical signs which 
are usually grouped as characteristic of bulbar par- 
alysis. Thus, there may be occipital pain, pupillary 
rigidity with myosis, disturbances of articulation, 
dysphagia, dyspnoea, tachycardia, arrythmia, drool- 
ing, explosive laughter or crying; paralysis of ‘the 
fifth, seventh, eighth, ninth, tenth, eleventh, and 
twelfth cranial nerves; and sometimes unilateral 
convulsions, hemianesthesia and hemiataxia with 
hemiplegia alternans. Sclerosis of the internal audi- 
tory artery affects the cochlear and vestibular ap- 
paratus, causing labyrinthine deafness, with vertigo 
and vomiting. If the posterior cerebral artery is 
affected the patient may complain of vertigo, tempo- 
rary hemianopsia, scintillating scotomata with head- 
aches and temporary amblyopia. Sclerotic changes 
in the ophthalmic artery cause arcus senilis in the 
cornea, visible changes in the retinal vessels in the 
nature of tortuosities, indentations, thickenings, ob- 
literations, minute hemorrhages and yellowish spots 
due to degeneration of the lamina vitrea of the 
choroid; while among the other occasional findings 
are thrombosis of the central artery of the retina, 
glaucoma and intractable senile conjunctivitis. Ar- 
teriosclerosis of the cerebellar vessels may lead to 
cerebellar ataxia, with asthenia, atonia, and astasia. 

‘True aneurysms of the cerebral arteries are quite 
uncommon, as is shown by the fact that among 501 
aneurysms Crisp found aneurysm of the intracranial 
arteries in only seven cases. Beadles collected 555 
cases of cerebral aneurysms and classified them in 
four groups: (1) Those in which the first indica- 








1124 


tion of a cerebral lesion had been an apoplectic at- 
tack due to rupture of the aneurysmal sac. (2) 
Those in which fatal apoplexy had been preceded 
by symptoms suggesting a cerebral tumor or other 
cerebral lesion. (3) Those in which there had been 
indications of a cerebral tumor only. (4) Those in 
which there had been no symptoms whatever dur- 
ing life, the aneurysm having been discovered at 
autopsy. In over one-half the cases the first symp- 
toms noticed had been those characteristic of apo- 
plexy. 

Some cases of aneurysm of the cerebral arteries 
have presented such symptoms as headache, dizzi- 
ness, loss of memory, or even insanity; in fact, in 
many of the reported cases the aneurysm was found 
at autopsy in patients who had died in hospitals for 
the insane. When the aneurysm affects the basilar 
artery, focal symptoms due to involvement of the 
cranial nerves may be present; but when other 
arteries are affected, the focal symptoms are not 
definite enough to facilitate diagnosis. At times the 
general symptoms of brain tumor—headache, vomit- 
ing, and choked disk—are present, while in rare 
cases a murmur has been heard on auscultation of 
the skull. Very few aneurysms larger than a marble 
have been described, and one the size of a hen’s egg 
would be considered very large. 

Involvement of branches of the main trunks men- 
tioned above may give rise to similar but less pro- 
nounced symptoms and physical signs. Sclerosis of 
the spinal arteries may produce motor and sensory 
disturbances which are paraplegic in character, with 
loss of sphincteric control and diminished reflexes. 

Arteriosclerosis of the ascending aorta and the 
aortic arch as a rule is easily recognizable clinically 
by the following characteristic signs: (1) There 
may be pulsation in the suprasternal notch and in 
the first and second interspaces to the left and right 
of the sternum, together with a high position of the 
subclavian arteries. Occasionally a diastolic impact 
may be felt. (2) The retromanubrial and para- 
manubrial dulness is increased. (3) The second 
sound of the heart in the aortic area has a tym- 
panitic or bell-like quality. (4) On fluoroscopic ex- 
amination the mediastinum is seen to be widened 
and the heart to lie transversely. (5) There may 
be signs of pressure on the trachea such as inspira- 
tory stridor and of pressure on the veins within the 
thorax such as dilatation of the superficial vessels 
of the upper part of the chest. (6) In some cases 
there are signs of insufficiency of the aortic valve. 

In making the differential diagnosis it is impor- 
tant to bear in mind that a substernal goiter may 
cause widening of the mediastinum, and pressure on 
the trachea and the vessels, with resultant inspira- 
tory stridor and dilation of the veins. In acute 
aortitis the patient may complain of intense sub- 
sternal pain so that acute pericarditis and acute 
mediastinitis also must be considered in the differen- 
tial diagnosis. 

In patients with atherosclerosis of the aorta pain 
simulating an angina may occur, this being due in 
some cases to an infringement on the lumen of the 
coronary arteries at their point of origin from the 
aorta. If the dilatation of the aorta reaches a suffi- 
_cient size to be termed an aneurysm, then, in addi- 
tion to the previously mentioned signs, there will be 
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a tracheal tug; signs of pressure on the left recur- 
rent laryngeal nerve, with resultant paralysis of the 
vocal cord; of pressure on the esophagus with dys- 
phagia; of pressure on the trachea with hoarseness, 
paroxysmal cough and inspiratory stridor; of pres- 
sure on the spine, with severe intercostal neuralgia; 
of pressure on the cardiac sympathetic nerves, with 
inequality of pupils; of pressure on the superior 
vena cava, with occlusion of the vessels arising from 
the arch. 


Aneurysm of the ascending arch may be marked 
by a large pulsating tumor to the right of the ster- 
num. If there is moderate dilatation of the descend- 
ing portion of the aorta the only symptom may be 
a persistent intercostal neuralgia so that the condi- 
tion can only be detected by a roentgenological ex- 
amination. If there is any aneurysm of this portion 
of the aorta, there may be extreme pain in the back 
from erosion of the vertebrae, pain in the sides and 
over the sternum from pressure on the intercostal 
nerves, dysphagia and pulsation in the back on the 
left side of the median line and fluoroscopic exami- 
nation may disclose a circumscribed pulsating expan- 
sile shadow. 

Arteriosclerosis of the coronary arteries, with the 
resultant gradual impairment of the blood supply 
to the heart muscle, may lead to a fibrous myo- 
carditis with subsequent decompensation. The most 
striking symptoms of this condition are attacks of 
angina and dyspnoea, the latter often being de- 
scribed as cardiac asthma. In these patients with 
so-called cardiac asthma, the dyspnoea, which is 
paroxysmal in type, is often accompanied by wheez- 
ing or by a true pulmonary edema, usually occurs at 
night, though it may follow exertion or emotional 
excitement; the pulse is rapid, small and soft, and 
the area of cardiac dulness is often widened; and 
various forms of cardiac arrythmias may be pres- 
ent. In extreme forms of myelomalacia, cardiac 
aneurysm or rupture of the heart may occur. 

In these cases sudden death from coronary throm- 
bosis may occur. If a smaller branch of one of the 
coronary arteries is occluded the patient may sur- 
vive, the striking features in such a case being: 
(1) Very severe precordial pain, which is trans- 
mitted to the arms, to the neck or to the epigas- 
trium; the pain is persistent and very difficult to 
relieve by morphine; (2) a grayish, ashen color of 
the face with cold perspiration, suggesting severe 
shock; (3) a rapid fall of both the systolic and the 
diastolic blood pressure; (4) mild delirium accom- 
panied by elevation of temperature of one or two 
degrees; (5) an increase in the size of the heart 
with at times the development of a faint systolic 
murmur at the apex and a pericardial friction rub 
in a limited area, usually to the left of the sternum 
in the third interspace; and (6) a gradual enlarge- 
ment of the liver as the result of congestion. 

Sclerosis of the pulmonary artery, a condition 
sometimes called Ayerza’s disease, sometimes accom- 
panies emphysema and mitral valve lesions. The 
most striking symptoms are dyspnoea, cyanosis, and 
repeated hemoptysis. On examination, the right ven- 
tricle of the heart is found to be hypertrophied, and 
the second sound of the heart in the pulmonic area 
is accentuated. 

In sclerosis of the abdominal aorta, the patient 
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often complains of pain and a rigid, tortuous vessel 
can be palpated. If an aneurysm is present it can 
be felt as a pulsating expansile tumor, above the 
umbilicus, the pulsation persisting when the patient 
is in the knee-elbow position. Sometimes a loud 
bruit can be heard over it. In making the diagnosis 
it is important to differentiate the throbbing aorta 
of anemic neurasthenic individuals. 


Arteriosclerosis may affect the branches of the 
abdominal aorta—the coeliac artery, the mesenteric 
arteries and their intestinal branches, and the renal 
arteries. The symptoms and signs of arteriosclerosis 
of the coeliac artery and its branches include epi- 
gastric pain, vomiting, haematemesis, melena and 
if an aneurysm is present, an abnormal pulsating 
mass will be found in the epigastrium. In cases of 
aneurysm of the hepatic artery an incorrect diag- 
nosis as of gall-stones or of duodenal ulcer is usually 
made. Thrombosis of the mesenteric artery causes 
acute abdominal pain, bloody stools, vomiting and 
signs of intestinal obstruction. If the renal arteries 
are involved there may be polyuria, albuminuria 
with casts and sometimes red cells in the urine. 
Other more advanced cases will present all the 
symptoms and signs of a contracted kidney, with 
low specific gravity of the urine, nocturia, albumin 
and casts, arterial hypertension, and hypertrophied 
heart. 

The signs of arteriosclerosis of the vessels of the 
extremities include thickened, tortuous, often beaded 
arteries, and in the lower extremities the disappear- 
ance of pulsation in the dorsalis pedis and posterior 
tibial vessels. As a result of the poor circulation, 
cramps in the extremities are frequent, especially 
upon walking. Pains and various forms of paraes- 
thesias are often complained of. At times there is 
marked acrocyanosis or evidence of erythromelalgia. 
In the more advanced cases as in diabetes, gangrene 
results. 

In cases of generalized arteriosclerosis with 
arterio-capillary fibrosis (Gull and Sutton type) 
arterial hypertension with subsequent arteriolar ne- 
phritis is present. In these cases the heart is hyper- 
trophied, and in the later stages impairment of renal 
function is evidenced by the fixed specific gravity 
of the urine, diminished phthalein output, and high 
blood urea. 


PROGNOSIS 


The prognosis of arteriosclerosis varies according 
to whether or not it is associated with high blood 


pressure. Patients with advanced arteriosclerosis 
may live to a good old age if the condition is not 
associated with arterial hypertension. The most fre- 
quent causes of death are (1) cerebral hemorrhage, 
or occasionally cerebral thrombosis; (2) myocar- 
ditis with broken compensation; (3) angina with 
or without coronary thrombosis; (4) uraemia; (5) 
an intercurrent disease such as pneumonia; (6) some 
associated condition, such as rupture of an aneurysm, 
thrombosis of the mesenteric vessels, general sepsis 
due to gangrene of the extremities, etc. 

In considering the immediate prognosis in cases 
of arterial hypertension associated with arteriosclero- 
sis, two classes of cases might be considered: (1) 
Those without demonstrable impairment of renal 
function; and (2) those with impairment of renal 
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function. In the first group the systolic pressure 
varies from 180 to 200 and the diastolic from 75 
to 100. The heart is hypertrophied and the vessels 
tortuous. These patients may live for twenty to 
thirty years after the condition is first discovered, 
but eventually they will show renal impairment. In 
these cases death may be due to cerebral hemor- 
rhage, angina or myocardial failure. As a rule the 
first objective sign of cardiac defeat is a marked 
lowering of the systolic blood pressure. In other 
words, a lowering of the systolic pressure with re- 
sultant lowering of the pulse pressure is a sign of 
weakness of the cardiac pump. Even after the signs 
of myocardial failure have manifested themselves, 
rest and the judicious use of digitalis may improve 
the patient’s condition so that he may live for years, 
provided he recognizes his limitations and adapts 
his physical activities accordingly. 

In the second group in which renal impairment 
is the result of an arteriolar nephritis, the outlook 
as to the duration of life is not good. These patients 
have a high systolic pressure varying from 180 to 
220 or even higher, while the diastolic varies from 
110 to 160. In a recent study of 484 cases of 
arterial hypertension, sixty-four cases had a diastolic 
blood pressure of 130 or more, and of these, thirty- 
six cases, or 53.4 per cent, were dead within three 
years. Of 115 patients with a diastolic blood pres- 
sure of 120 or more, 50 or 43.5 per cent were dead 
within three years. Patients with a phthalein out- 
put of less than 20 per cent for two hours, or 
whose blood urea taken while fasting is 50 mgms. 
per 100 cc. or more, seldom live for more than two 
years. The outlook is especially grave in patients 
in whom the blood creatinin is above 5 mgms. per 
100 cc. Retinal hemorrhages and albuminuric reti- 
nitis also are very unfavorable prognostic indications. 

Of course there are exceptional cases in which 
the grave prognosis is not fulfilled, but these excep- 
tions only serve to emphasize the general rule. 

Cleveland Clinic. e 


Sugar Content of Blood in Runners Following a 
Marathon Race—Marathon runners who competed in the 
race of 1924 and showed blood sugar levels below normal 
were placed on a moderately high carbohydrate diet dur- 
ing this year’s training season. In addition, they were 
advised to take a large amount of carbohydrate twenty- 
four hours before the race. Another group of runners 
who developed symptoms of weakness and hunger in the 
1924 race were studied during this year’s training season 
with the purpose of determining, if possible, at what stage 
in a twenty-five-mile run the symptoms of hunger and 
weakness were likely to develop. It was found that this 
was apt to occur between the fourteenth and eighteenth 
miles. Therefore, in addition to being advised to eat 
moderately large amounts of carbohydrate before the 
race, these athletes were supplied with glucose candies 
to be eaten from time to time while running. In addition, 
they were supplied with tea containing a large amount 
of sugar at stations along the course. The blood studies 
made by Burgess Gordon, L. A. Kohn, S. A. Levine, 
Marcel Matton, W. de M. Scriver, and W. B. Whiting, 
Boston (Journal A. M. A.), showed normal sugar levels 
in all runners, in contrast to the low figures obtained last 
year. There was also a striking improvement in their 
general physical condition. In a number of instances the 
running time was faster than in the year previous and 
the participants finished in better position. It seems, 
therefore, that the picture of exhaustion, weakness, shock, 
and other symptoms of hypoglycemia following prolonged 
effort may be prevented by the adequate and timely inges- 
tion of carbohydrate. 
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IS REMOVAL OF THE GALL-BLADDER OR 
DRAINAGE THE OPERATION OF 
CHOICE? WHY? 


SURGICAL “CONVERSAZIONES” BY INVITED 
AUTHORS 


INTRODUCTION BY THE EDITOR 


Every medical editor receives many letters from his 
readers, complaining of the diffuseness and prolixity of 
authors. It is said that many medical essayists generalize 
too much and too frequently “go a long way around” to 
avoid making a definite statement. Most of our readers 
who take the trouble to express themselves to the editor 
want to see more short, clearly and unequivocally ex- 
pressed, messages about practical problems of the practi- 
cal “bedside doctor.” Many of them tell us that they are 
as much interested in a clear statement of the best prac- 
tice in a given situation.as they are in a statement of 
some new discovery—more, in fact, than in a new dis- 
covery not yet in shape to be utilized by the practicing 
doctor. All doctors take pride in the slow, tedious work 
of our research colleagues in efforts to add new knowledge 
to the available store. They like to see this work pub- 
lished in appropriate places, and wherever it approaches 
the plane of practical utility they like to see it in our 
magazine. 

We wonder if their position is sound? In any event, 
after repeated conferences with editorial councilors, we 
have hit upon the plan of trying out a series of medical 
and surgical “conversaziones,” the subjects to be practi- 
cal and sharply limited, and the discussants to be limited 
to a few hundred words each. The only way the editor 
may judge the usefulness of this or any other innovation 
is by the reaction we receive from our readers. So you 
will help in promoting the usefulness of CALIFORNIA AND 
WESTERN MepicinE if you will write and give us your 
frank reaction as to whether these “Conversaziones” are 
useful enough to be continued. Now, to our subject: Is 
REMOVAL OF THE GALL-BLADDER OR DRAINAGE THE OPERA- 
TION OF CHOICE? WHY? 


AnprREwW STEWART LosincieR (Merritt Build- 
ing, Los Angeles) — Removal of the gall-bladder 
and drainage best meet the indications for an in- 
fected liver and pancreas. More harm has come of 
cholecystectomies done where there was no patho- 
logical justification than in any other field of ab- 
dominal surgery. Only surgeons who have devoted 
years of conscientious study to these infections are 
competent to deal with the surgery of the gall- 
bladder. and ducts. Physicians (as distinguished 
from surgeons) have been abundantly justified in 
their criticism of the ill-considered work and un- 
happy results so often following cholecystectomies 
without drainage, and in cases where adequate pa- 
thology did not exist. There is no group of infec- 
tions anywhere in the body where fine judgment, 
founded on intelligent understanding of the pa- 
thology and pathologic physiology, is more impera- 
tive. 

There is no field where the floundering operator 
of scant pathological training and experience has 
more melancholy failures charged against his stupid- 
ity. It seems incredible, in the light of the work of 
Graham, Peterman and Mann, that we should still 
see the literature burdened with verbose screeds on 
cholecystostomy versus cholecystectomy. Surgeons 
who have worked and written authoritatively in 
this field know what to do in the right hypochon- 
drium from the pathology which they find there. 
They meet the problem competently when they are 
confronted with it. 
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In infective hepatitis and cholangitis we have rec- 
ommended the removal of the gall-bladder down to 
the junction with the cystic duct, fixing in a firm 
walled drain, to be kept there for six or eight weeks. 
Partial cholecystectomy, with protracted drainage 
of the liver and ducts, we believe, will be the sur- 
gery of the future for hepatitis, pancreatitis, cholan- 
gitis, and cholecystitis. The technique of this drain- 
age has been described elsewhere (“The Principle 
and Technique of Drainage in the Surgery of the 
Gall-Bladder and the Bile Tract,” California State 
Journal of Medicine, February, 1924). 


Pup K. GiuMan (Stanford Medical School, 
San Francisco)—Given a proper understanding of 
the pathology of.the biliary apparatus, there is no 
need for discussion of the above subject. One should 
no more drain and leave an infected gall-bladder 
than an infected appendix. 

If the infection is confined to the gall-bladder 
only, cholecystectomy suffices. If the infection in- 
volves not only the gall-bladder but ducts as well, 
drainage must be secured in addition to removing 
the removable infected organ—the gall-bladder. 

This drainage is best secured through either the 
cystic duct or the duct plus the adjoining portion of 
the gall-bladder, and should be maintained long 
enough to insure its object. If this drainage be not 
carried out, it is partially secured sooner or later by 
failure of the sphincter at the duodenal end of the 
common duct. The patient, however, during this 
period continues to suffer from the infection in the 
ducts. Of even more importance is the question of 
drainage, with pancreatitis, added to the cholecys- 
titis and hepatitis. 

Cholecystectomy plus drainage is the operation 
for infection of the gall-bladder and ducts. Expe- 
rience is needed and familiarity with the appear- 
ance of the organs in the right upper quadrant, both 
in health and disease. Without these, exploration of 
the upper abdomen should not be attempted. IIl- 
advised surgery, as well as insufficient surgery, 
result here in grief and criticism. 


H. H. Searres (University of California Medi- 
cal School, San Francisco) — The question offered 
for this discussion does not include the diagnosis of 
the disease for which the patient is to be treated. 
Therefore, we have to consider all of the conditions 
where such measures should be employed. Varying 
types of pathology in the gall-bladder and biliary 
system, or different stages of the same type, call for 
different plans of surgical treatment. Both chole- 
cystectomy and cholecystostomy are accepted surgi- 
cal procedures. There are positive indications for 
the use of either the one or the other. 

In the ordinary case of chronic cholecystitis, with 
or without stone formation, simple cholecystectomy 
offers the most rapid and complete relief from symp- 
toms, and is accompanied by only slight risk. In 
cases of long standing, with advanced liver and pan- 
creatic involvement drainage of the common duct 
must also be done. 

On the other hand, operation should be limited 
to a palliative cholecystostomy in those cases of 
acute progressive cholecystitis which show a rising 
pulse, temperature, and leucocyte count, in spite of 
attempts to check the process by rest, hot stupes, 
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etc. In such emergencies, exhibiting a true picture 
of the “‘acute abdomen,” cholecystectomy has been 
found by costly experience, even in the hands of 
the most skilful, to result in a very high mortality. 
We must, therefore, resort here to drainage alone. 
When, as a result of this procedure, inflammation 
has subsided, secondary cholecystectomy is generally 
required for a cure. 


Cullen, analyzing a fairly large series of cases 
of gall-bladder disease of all types treated by chole- 
cystostomy, has found, in a careful follow-up, that 
a very large percentage of these patients were com- 
pletely relieved of their symptoms. He feels that 
- with such results the safer, simpler operation of 
cholecystostomy is to be preferred in the hands of 
the average surgeon. Yet we find, in most hospitals 
today, cholecystectomy being employed in the treat- 
ment of the ordinary case of chronic cholecystitis, 
while cholecystostomy assumes the lesser role of a 
palliative procedure for emergency cases. 


GerorcE THomason, M. D. (Hollingsworth 
Building, Los Angeles) — The correct answer to 
the above question is both affirmative and negative, 
depending entirely upon the circumstances under 
which the choice has to be made. The wisest de- 
cision in many cases taxes the judgment of the 
operator, and necessitates the summoning of every 
detail of his personal observation, as well as the 
facts gleaned from the experience of others, for the 
last word has not yet been said in reference to gall- 
bladder surgery. The history of radical gall-bladder 
surgery does not yet extend back far enough to 
make it possible to lay down dogmatic rules which 
shall govern in all cases of biliary disease. Conflict- 
ing opinions emanating from various centers con- 
firm this statement. However, it is evident, as fur- 
ther data accumulates on this subject, there is more 
and more earnest plea for extirpation of the gall- 
bladder in the vast majority of cases rather than 
for drainage. 


Careful study of the literature, back over a period 
of some years, reveals the fact that most surgeons 
of large experience in gall-bladder surgery present 
quite uniform records of removing 90 per cent of 
involved gall-bladders, and draining only about 10 
per cent. It seems probable that in future there will 
be some slight increase in the percentage of drain- 


age cases as precision and classification are a little 
further developed. 


Personally, -I believe that in any patient with a 
history at any time of common duct involvement 
there will be promise of better permanent results 
from drainage. Once a common duct has been the 
site of obstruction or inflammatory change it is a 
potential source of danger, and a gall-bladder re- 
maining available for attachment to the stomach or 
duodenum to facilitate the biliary flow from the 
liver to the intestine may prove of inestimable value, 
often to the point of being life-saving. No doubt, 
in the future, recourse to this method of supplying 
biliary drainage will be more frequently utilized 
than in the past. 


In acute cholecystitis and empyema of the gall- 
bladder the dangers of cholecystectomy are alto- 
gether too great, and drainage should be the opera- 
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tion of choice, with probable necessity for cholecys- 
tectomy at a varying period later. 

Earlier recognition of gall-bladder involvement, 
either with or without stones, with removal of the 
gall-bladder before the stage of complication ensues, 
will result in permanent cure and obviate whatever 
necessity there might otherwise be for drainage. 


E. F. Hoover (861 Sixth Street, San Diego)— 
Hard-and-fast rules can no more be laid down here 
than elsewhere in surgery. Cases must be indi- 
vidualized and carefully studied before opening the 
abdomen, and again when the laparotomy is done; 
a quick, careful survey will then determine the 
proper procedure for the individual case. 

Cholecystectomy is probably the operation of 
choice, in the chronic case, when the gall-bladder 
is easily accessible and when it is apparently so dis- 
eased as to preclude its return to a normal state 
following drainage. 

Certain acutely ill patients who present a pro- 
found toxic state, accompanied by a rising differen- 
tial and total leucocyte count, rising temperature 
and pulse, and which at operation will present a 
gall-bladder in the pre-gangrenous state, must only 
be drained. 

In other patients it is not always technically or 
mechanically possible to do a cholecystectomy, with- 
out adding too great a burden to the patient’s re- 
cuperative power. Nor has the last word been said 
as to the function of the gall-bladder, or as to the 
consequences of cholecystectomy. 

C. H. Mayo, in a series of 242 cholecystotomies, 
reports 53 per cent cured. This is strong evidence 
that the operation has merit for the selected patient. 
He reports 219 cholecystectomies, with 71 per cent 
cured. Eighteen per cent better results, but not a 
perfect score. 

It is well to remember that the greater amount 
of abdominal surgery, of necessity, is not done by 
the limited specialist, who too many times, in his 
remarks, is inclined to be unmindful of his own 
humble beginnings and his ever-present failures. 


Frep R. Farircuitp, M.D. (Woodland Clinic, 
Woodland, California)—-A general answer to the 
above questions cannot be given. To answer intelli- 
gently, many assumptions must be made and numer- 
ous correlated conditions considered. 

If the question proposes to determine the rela- 
tive operative risk—assuming one or the other type 
of operation for all classes of gall-bladder disease— 
the answer would be that drainage is the safer pro- 
cedure. 

If the question proposes to determine the relative 
efficacy of the two procedures—assuming one or the 
other type of operation for all classes of gall-bladder 
disease—the answer would be that removal is the 
method of choice. 

But no experienced surgeon operates under the 
above limitations. The problem is not general. It 
is specific. Each case must be treated according to 
its own determining factors. The operator of expe- 
rience and wisdom does not know until the abdo- 
men is opened whether he will drain or remove the 
gall-bladder or remove the gall-bladder and drain 
the biliary channels. 

From personal observation I feel that drainage 
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rarely cures. It gives excellent temporary relief. 
Unless there are factors—hepatitis, dehydration, 
lowered kidney function, jaundice, very acute in- 
fection, etc.—adding material hazard to cholecys- 
tectomy—the gall-bladder had better be removed. 
If there is evidence of chronic infection—hepatitis, 
pancreatitis, etc.—the cystic duct should also be 
drained. 

If the correlated conditions add material haz- 
ard to cholecystectomy, the gall-bladder should be 
drained and at the time of election removed. I am 
not convinced that a positively diseased gall-bladder 
ever returns to normal. If it does not, its menace 
as a constant source of focal infection will prob- 
ably be greater than the immediate hazard of chole- 
cystectomy. 

In cases of very acute gall-bladder disease with 
unsatisfactory general condition, drainage under 
local anesthesia, with removal at a subsequent time, 
should give the best mortality records and the most 
satisfactory ultimate results. 

CLosinc NotE—Now that you have it before you, what 
is your reaction? From the standpoint of an editor who 
reads and attempts to evaluate over a million words of 
copy a year, it is excellent. 

Certainly, it is definite enough, brief enough, 
“snappy” enough to please a medical Brisbane. 

Do you want more of the same type of “Conversa- 
ziones,” or don’t you? Let the editor know your wishes, 
and while you are about it, in case you approve, suggest 


other subjects and state whether or not you would be 
willing to take part.—Editor. 


and 


RECENT ADVANCES IN CANCER 
RESEARCH 


By Lupwic A. Ence, M. D., San Francisco 
(From the Department of Obstetrics and Gynecology, 
Stanford School of Medicine, San Francisco) 


Most of the recent findings point toward a cancer- 
controlling substance of constitutional origin which ex- 
perimentally can be increased or decreased at will. 

Cancer research has opened up new aspects of cancer 
treatment which may take on concrete forms as research 
progresses and which ultimately may materialize into 
more successful methods of treatment. 


Discussion by Edward N. Ewer, Oakland; Alson R. 
Kilgore, San Francisco; Herbert W. Wall, Los Angeles. 


I N bringing this most important subject before the 
members of this section it is evident that in the 
short time allotted it is impossible to present a de- 
tailed review of the literature on cancer research. 
Such a review, at best, would involve the discussion 
of numerous questions which at this stage of our 
knowledge must be considered as being of academic 
interest only. I have, therefore, confined myself to 
the very recent findings which have a definite prac- 
tical bearing upon the cancer question and which, 
I hope, may serve you for a better understanding 
of the intricate mechanism that underlies cancer 
production and its treatment. To give a clearer 
picture of the various phases of cancer research, I 
have attempted to group the findings in, such a way 
that their relation to each other may be clearly un- 
derstood. ; 

Heredity, unquestionably, plays one of the most 
important parts in the production of cancer, al- 
though this has not definitely been established for 
man. Maude Slye’s work on mouse cancer proves 
that cancer tendencies are transmitted just as any 
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other characteristics are passed on from generation 
to generation. Her work shows that selective breed- 
ing can increase or decrease cancer tendencies to a 
degree where cancer resistance is either completely 
wiped out or raised to complete protection. The 
basic factor must be sought in a substance trans- 
mitted in the germplasm. This factor is variable in 
its degree and duration of existence. It seems to 
be closely akin to the factors which govern the 
aging of tissues, but does not necessarily depend 
upon the age of the individual. It is the aging of 
tissues which brings certain functions of the body 
to a standstill and with this event the resistance to 
cancer decreases or disappears. Therefore, any fac- 
tors which will favor aging of tissues must also 
favor cancer production. Among these factors, 
wasting diseases, such as syphilis or severe typhoid 
for instance, play a definite role. Also frequent and 
rapid involutions of an organ productive of cicatrix 
formation, such as occurs in the uterus and the 
breasts in rapidly recurring pregnancies exerts a 
definite influence (Stajano). The experimental 
proof for this assumption may be found in Carrel’s 
recent work on antagonistic growth principles of 
serum and their relation to old age. In these tissue 
culture experiments with fibroblasts, two factors 
stand out clearly, one is that serum loses its pro- 
liferative activity on homologous fibroblasts as age 
advances and the other is that this quality is then 
replaced by a growth inhibiting action on the same 
tissue. Since fibroblasts form one of the most im- 
portant barriers against the advance of despecialized 
cells which ultimately develop into a malignant 
structure, we may deduct that any factor which 
tends to weaken the fibroblastic action must also 
weaken our cancer defense. With this fundamental 
finding before us we can no longer consider cancer 
as a local disease, but must assume that we have to 
deal with a constitutional disturbance. Bard, who 
expostulates that the malformation of the cell does 
not accept the influence of vital induction and, there- 
fore, proliferates without limits, merely expresses 
the same thought in a reversed order. I shall cite 
further proof during the progress of this discussion 
that it is not so much the failure of the despecialized 
cell to accept the moderating influence of vital 
fluids as it is the disappearance of some highly 
specialized hormone in these fluids which allows the 
aberrant cell to proliferate. 

Until very recently the interest of workers in 
cancer research was mainly concentrated on factors 
governing the mechanism of.local cancer formation. 
We may accept it as an established fact that acute 
trauma very rarely leads to malignant growth ten- 
dencies, otherwise cancer should be rampant among 
wounded soldiers. The process which incites cells 
to undergo abnormal growth tendencies is slow and 
can best be classed under the general term of 
chronic irritation. Therefore, the many proofs that 
have been advanced that this or the other substance 
is the cause for local cancer “possibly all represent 
partial and different aspects of the truth” (Hegel). 
That not every species is susceptible to the same ir- 
ritants has been exhaustively proven by the many 
failures in producing skin cancers in animals by the 
continual application of tar or its derivatives. Some 
species and sometimes only certain groups within 
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this species will react to a given irritant while 
others are completely immune. This was most bril- 
liantly demonstrated by Fibiger in the production of 
gastric cancer by feeding the nematode spiroptera 
neoplastica to rats. While one type of rats would, 
in the majority, develop gastric cancer, other types 
only responded occasionally, while still others were 
entirely immune. Clinically, we observe the same 
phenomenon in the cancer of chimney-sweeps, labor- 
ers in the tar and paraffin industry, in the victims of 
bilharziasis, in the natives of Kashmir suffering from 
epithelioma of the abdomen and thighs and in x-ray 
workers with their epitheliomata of the hands. By 
no means all the individuals exposed to carcinogenic 
agents develop cancer. ‘Therefore, the carcinogenic 
agent seems to be only the mediate and not the 
proximal factor of this disease (Leitch). Leaving 
out all discussions of what produces actually the 
reversion of the irritated cell to an undifferentiated 
cell of the embryonic type as being at present of 
academic interest only, we may accept that car- 
cinogenic influences are exerted by any long con- 
tinued irritation to which certain individuals have 
insufficient constitutional resistance. We also must 
accept that experimentally at least an irritant may 
produce either carcinoma or sarcoma, as has been 
shown in mice. ‘Therefore, the specificity of an 
irritant in relation to a definite type of malignancy 
must be questioned. 

A further factor in cancer production aside from 
a weakening of the constitutional resistance is the 
lowering of local resistance. I have alluded to this 
above. Wherever organs undergo periodical fluctua- 
tions in size, resulting in premature aging of the 
connective tissue leading to contractions of tissue 
fibers, or wherever cicatrix results from acute 
trauma, the circulation is prevented from coming 
into normal contact with highly specialized tissue. 
When this tissue is cut off from the vital fluids, its 
cells lose their differentiated character and revert to 
a more embryonal type (Lumiére). Such cells then 
acquire the exceptional faculty for growth common 
to embryonal tissue. They then begin to proliferate 
and may produce malignant growth, provided the 
general constitutional factor of protection is lacking. 
Proof for the protective influence of connective tis- 
sue has been offered by Bierich, who noticed the mul- 
tiplication of connective tissue fibers after continued 
application of tar before epithelial proliferation took 
place. On continued irritation the connective tis- 
sue reaction came to a standstill and epithelial pro- 
liferation occurred and overcame the connective tis- 
sue barrier. ‘This investigator succeeded in stimu- 
lating connective tissue growth by one mild exposure 
to roentgen rays or by repeated injections of arsenic, 
by which methods he prevented tar cancer forma- 
tion in animals. 

This protective phenomenon is still more strik- 
ingly demonstrated by Murphy and Sturm in their 
experimental transplantation of mouse tumor into 
the brains of rats, guinea pigs and pigeons. Here 
transplants took well as long as they were entirely 
in the brain tissue. Once they came in contact with 
the ventricle or larger blood vessels a cellular re- 
action took place and destruction of the tumor oc- 
curred. Similarly, the transplanted tumor tissue 
was destroyed when a bit of autologous spleen tis- 
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sue was transplated simultaneously with the tumor 
tissue. Here again the defensive action of connec- 
tive tissue is demonstrated. 

In attempting to shed further light on the pro- 
tecting action of constitutional cancer resistance, 
Pearce and Brown investigated the subject of ex- 
perimental metastasis. Although their findings have 
not given us further definite data about constitu- 
tional cancer resistance, they confirm that the pecu- 
liarities of metastatic involvement are largely de- 
pendent upon constitutional differences of the host 
which govern the nature and distribution of the 
lesions and the organs affected. 

That cancer production is of infectious origin 
has again recently been claimed by Robertson, who 
reports the isolation of organisms of the diphtheroid 
type from human cancer material, with which, in a 
few instances, he was able to reproduce cancer in 
mice. Such findings, while of the utmost interest, 
demand further proof. Just at present they will 
have to be classed with those of cancer production 
by irritation, into which class also falls the gastric 
cancer produced by Fibiger, cited elsewhere. Neither 
is the infectious theory of cancer production 
strengthened by artificial tumor production in plants 
through inoculation with the bacterium tumifaciens 
as reported by Blumenthal and Hirschfeld. While 
it is true that tumor formation in plants can be 
produced in this way, it is also true that the re- 
sulting growth is not of a malignant type since it 
lacks both the power of penetration and of metas- 
tatic transplantation. 

In turning to another phase of constitutional can- 
cer resistance, I will briefly review the observations 
made recently on immunity in relation to cancer. 
Spontaneous cures of cancer have again been re- 
ported by Trinkler. Experimentally, this phase of 
cancer research has been investigated recently by 
Woglom, who could not find sufficient proof that 
either the stroma, or the parenchyma of the tumor, 
or the vascular changes occurring with the re- 
trogression of the tumor produce the responsible 
factor in cancer retrogression. More positive find- 
ings were reported by Theilhaber, who concludes 
that since cancer commonly develops in anaemic 
tissue, it is necessary to raise immunity by stimula- 
tion of lymphoid and red blood cell activities. He, 
therefore, has employed sun and air baths, diathermy 
and venesection, in conjunction with surgery and 
radiotherapy, in order to raise immunity by increas- 
ing the activities of the circulatory system. His 
thirty-two ‘“‘cures” of his forty-four operative cases 
which he observed during a period of thirteen years, 
demand that his assumption deserves attention. Of 
interest is also the report of Russ, who attempts 
to raise immunity by the injection of radiated can- 
cer tissue previously removed from the host. His 
report is optimistic, but, like so many others, awaits 
the test of time. 

Nakahara, who investigated the relation of lym- 
phoid activities to cancer immunity, offers proof 
that such activities are dependent upon certain stimu- 
lating or depressing influences, somewhat akin to 
those governing sensitiveness to foreign proteins. 
Agents of a depressing character have a similar in- 
fluence on transplanted cancer. X-ray exerts such 
a depressing action when a certain dosage is reached. 
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Applying his conclusions to clinical medicine, we 
cannot help but wonder if this principle does not 
explain the dismal failures of repeated deep radia- 
tion with massive doses of roentgen rays, where a 
patient, who apparently had improved marvelously 
after one exposure, failed rapidly after further 
treatments. 


Numerous workers have attacked the cancer 
problem by studying the associated biology. The 
instances are by far too numerous to be reviewed 
here, especially so since they fail to give us essen- 
tially new information which might be of value to 
the clinician. The vast majority of the biological 
phenomena, which appear with cancer progress, 
must be attributed to secondary manifestations, such 
as anemia and cachexia. I, therefore, pass over this 
phase of cancer research and go on to studies of the 
influence of experimental radiation on cancer. 

Leo Loeb has recently reviewed the literature on 
the effects of roentgen rays and radioactive sub- 
stances on living cells and tissues. He has come to 
the conclusion that the main effect of radiation 
on tumors consists in a direct injurious effect on 
the tumor cells. A secondary effect is expressed in 
reactions of the host, which hold in check or injure 
still further, for variable periods, tumor cells pri- 
marily injured by radiation. He also points out 
that results, in which the number of lymphocytes was 
increased by radiation resulting in a retardation of 
transplanted tumors cannot, as yet, be applied to 
man. ‘That there are other factors than those 
cited by Loeb has been claimed by Schwarz. This 
author believes that the specific roentgen ray sensi- 
tiveness of some carcinomas is proportionate to the 
tendency toward involution of the organ from which 
the growth originated, as, for instance, in the case of 
the uterus. Also Murphy, Maisin and Sturm hold 
that radiation of the tumor cell is not the only 
factor which governs cancer retrogression. ‘These 
investigators found that autografts of spontaneous 
mouse cancer, when implanted into an area previ- 
ously exposed to an erythema dose of x-ray, failed 
to grow in more than 70 per cent of their trials. 
Similarly, growing autografts would also disappear 
in about the same proportion if the tumor and 
the surrounding tissue had been exposed to an equal 
dose. On the other hand, autografts exposed to 
the same dosage outside of the body and then im- 
planted grow progressively in 96 per cent. Their 
conclusion was that roentgen rays had done no 
direct damage to the cancer cells. To strengthen 
their deduction they rayed tumor tissue in situ 
and then transplanted it, finding that it would grow 
actively in the new host. ‘Their work has been 
essentially substantiated by Nakahara, who also 
noted the increased lymphoid activity over polymor- 
phonuclear reaction in radiated areas. 

That cancer transplants will still grow after mas- 
sive radiation has been claimed individually by Kok 
and Vorlaender. Both these investigators hold that 
the activity of rays is, therefore, not necessarily of 
a local character. They are convinced that it is 


the smaller (stimulating) dose which incites the 
production of some defensive substance most likely 
of the nature of a connective tissue-growth stimu- 
lant because connective tissue reactions fail to ma- 
terialize if this tissue has been damaged by over- 
massive doses. 
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It is quite clear that most of the recent findings 
point toward a cancer-controlling substance of 
constitutional origin, which experimentally can be 
increased or decreased at will. This, to my mind, 
is the most momentous advance in cancer research. 
The unsolved portion of the problem is to locate 
the seat or seats of origin of this controlling in- 
fluence. 


Researches under way at present suggest that 
the endocrine system may be a definite factor in 
this respect. Although we all realize that the en- 
docrine theories have been worked to death, it, 
nevertheless, remains a fact that these glands, as a 
whole or in part, constitute the governors of our 
most important body functions. We, therefore, 
cannot disregard the findings which Engel has re- 
ported on the relation of the endocrines to cancer 
growth. Engel has succeeded in inhibiting tumor 
transplants in mice effectively by the injection of 
thymus, and to a lesser degree by injections of thy- 
roid derivatives. He found ovarian and testicular 
products ineffective, but noticed that pituitary sub- 
stances had a growth-stimulating influence. In his 
conclusions he points out that these activities are 
not pharmacodynamic, but hormonal in nature, 
since they do not depend upon albuminous bodies 
of high molecular structure, but rather upon 
abiuretic, well broken down, albuminous products 
similar in nature to Abderhalden’s optones. Engel 
is very cautious, and sounds a warning in regard to 
the source of the endocrine materials utilized since 
their qualitative as well as quantitative effects are 
governed by age, race and species. In defense of 
his experimental evidence he cites the beneficial in- 
fluence of oophorectomy in operable cancer of the 
breast, which he explains by the retroactive stimula- 
tion produced in the thymus. Whatever truth there 
is in Engel’s findings, a vast and hopeful field has 
been opened for further research. To me it is a 
sign that we are approaching a solution of the 
phenomenon which determines the constitutional re- 
sistance against cancer. Were it not for the en- 
thusiasm and optimism among the workers in can- 
cer research, we might just as well resign ourselves 
to be ultimately doomed to destruction by cancer, 
although such a fate lies so far ahead in the dim- 
mest future that we cannot measure it by our stand- 
ards of time. 


There are numerous other questions on cancer 
research left undiscussed here because of their 
highly technical and hypothetical nature. In the 
main I have touched on the most vital findings 
which have a direct bearing on the clinical aspect 
of cancer. In summing up I repeat that recent 
cancer research has definitely shown that malignancy 
can no longer be regarded as a local manifestation 
alone, but must be accepted as a constitutional dis- 
turbance. Cancer research has opened up new 
aspects of cancer treatment which may take on 
concrete forms as research progresses and which ul- 
timately may materialize into more successful meth- 
ods of treatment. 

Stanford University Hospital, San Francisco. 


DISCUSSION 


Epwarp Norton Ewer, M. D. (Federal Realty Bldg., 
Oakland)—Until recently we were advised that the 
only definite thing known about cancer etiology was the 
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requirement of a pre-existing irritant lesion. While 
this does not yet recede in importance, it is interesting 
to know of the new place in the sun being accorded 
to heredity and that nebulous factor, constitutional re- 
sistance, which seem likely to bring cancer into the 
class of systemic diseases. Doctor Emge’s paper is a 
clear and timely resume of recent cancer research. 


Belief in heredity seems to be gaining ground, but 
whatever role it plays in the matter is of no practical 
importance so far as man_is concerned, for selective 
breeding is, of course, out of the question. Human mat- 
ing is not arranged on a health betterment basis. Eu- 


genics, at present, is only an academic pastime for certain 
intellectuals. 


It is interesting to note the change in view in regard 
to constitutional tendency; and the passing of the teach- 
ing that cancer is, in its beginning, a local disease al- 
ways amenable to cure by extirpation, if discovered early 
enough. True, we are still to gauge our treatment ac- 
cording to that view; and the educational propaganda 
to bring the patient to early treatment must go on. It is 
shown that local irritations long continued cause cells 
to lose their normal character and revert to embryonal 
type when they take on the rapid growth characteristic 
of embryonal tissue. This displaces Conheim’s theory 
of embryonal rests. Another factor in proof of the 
constitutional influence and against the Conheim theory, 
is the occurrence of multiple primary cancers. They 
are not very common, but many cases have been re- 
ported by various authors. Kocher contributed a case of 
simultaneous primary occurrence in ovary, breast and 
axilla. Multiple cancers of various types occur at the 
same time and malignancy of different types as well, not 
only in paired organs but in those differing in function. 
Davidsohn reports a case of chorionepithelioma and 
primary gastric carcinoma existing together. Carcinoma 


in one place and sarcoma in another have been de- 
scribed. 


While then cancer as a systemic disease is almost 
established, we must, as already stated, continue our 
attempts at the earliest eradication possible. The so- 
called “precancerous” stage must be looked for. The 
denial of a recognizable precancerous condition (Pick 
and Hansemann) is one of the “great hindrances in the 
recognition of early carcinoma” (L’Esperance.) It may 
not be possible to state that a particular lesion will 
later become cancer, because we have no means as yet 
to determine the individual degree of constitutional can- 
cer resistance, but we have some facts to guide us in 
handling these lesions. We know the danger for the 
future in gastric ulcer. Epidermal and subepidermal 
tumors of certain types should be excised (Bloodgood). 
Erosions of the cervix and cervical polyps in the can- 
cer age are portents of evil; and many experienced 
surgeons are beginning to urge the removal of a uterus, 
from the cervix of which there is an intractable dis- 
charge as the menopause approaches. 


The great expenditure of time and money in cancer 
study is gradually making returns, and we are warranted 
in looking with confidence for more effective treatment 
in the early future. . 


ALson R. Kitcore, M. D. (391 Sutter Street, San Fran- 
cisco)—Doctor Emge’s excellent survey of recent can- 
cer research leaves one with the conviction that we are 
still wandering in a maze of more or less disconnected 
facts. The factor of heredity in the incidence of can- 
cer is coming to be more and more accepted, but the 
relation of cancer origin and growth to the fibro-blast 
and lymphocyte mechanisms, to endocrine dysfunction 
and even to such external influences as radiation, are still 
largely in the realm of speculation. Many suggestions 
have come from research along various lines, but we 
are still unable to correlate the separate bits of knowl- 


edge obtained into any connected explanation of the can- 
cer process. 


There are, as brought out in this paper, several pieces 
of evidence pointing to general systemic changes taking 
place in association with cancer, perhaps resulting from 
the cancer—possibly causing or predisposing to the de- 
velopment of cancer. There is even some evidence that 
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experimental cancer may produce immunity against fur- 
ther development of similar cancers. 


But, after all, whatever the final verdict of research, 
for practical purposes in the clinical handling of the 
disease, the vast majority of human cancers behave as 
if their origin were purely local. Certainly, the only 
treatment so far productive of permanent cures has been 
mechanical destruction or removal of cancer cells before 
unreachable metastasis has taken place. For the present, 
therefore, we ought to distinctly recognize two phases of 
the cancer problem—the research problem for what the 
future may bring—the public’s problem of the present re- 
duction of cancer mortality. In the attack on the com- 
munity’s present cancer problem, we have still to go on 
the assumption that cancer begins as a local disease and 
educate our public to recognize the danger-signals of 
cancer in its early stages. 


HERBERT W. WALL, M. D. (6331 Hollywood Blvd., 
Los Angeles)—Doctor Emge is to be highly commended 
upon his able manner of handling this most important 
subject. All of the resources of chemistry, physics, 
physiology, biology, and the study of immunity reactions, 
have, during the past few years, been brought to bear 
upon this problem. Although some things have been 
achieved, we have yet a long way to go. Experimental 
work on animals has been productive of many things; 
ofttimes as much on the negative as on the positive side. 


The knowledge that manipulation and compression 
often produce metastases, must be kept more prominently 
before us. Even subsequent to operative interference, it 
must be recognized that such factors are of great im- 
portance. Early operative removal of all conditions 
simulating carcinoma, should be the physician’s attitude, 
without debating unduly and losing valuable time, which 
so often seals the fate of many a case that comes to us, 
long after a reasonable diagnosis has been made, and 
the patient tarried while the family physician failed to 
urge immediate action. It is the early and uncertain 
cases that must be recognized, if any material improve- 
ment in our mortality is to be brought about. The physi- 
cian who fails to make a thorough physical examination 
and then follow up by every known test to arrive at a 
diagnosis, is guilty of criminal negligence, and his pa- 
tient will later reap the inevitable consequence. One 
need not be an alarmist, but simply be on the alert at 
all times to perceive the significance of his patients’ 
symptoms. 


Removal of tissue for pathological examination is im- 
possible in many conditions before the time of- opera- 
tion, and in these cases it should be avoided, if a diag- 
nosis can be made with reasonable certainty by other 
methods. But where it is necessary in a doubtful case 
one must be prepared to follow up immediately by the 
radical measures which the case may demand. In 
dealing with incipient carcinoma, the two courses open 
to the physician are: (1) to await further developments, 
(2) to make an exploratory, to be followed at once by 
a radical operation if the diagnosis is positive. The 
first method is often the easie} course, and, sad to relate, 
is still followed by a great many men, and it is one of 
the factors most directly responsible for the present 
enormous mortality of this disease. Let us resolutely 
abandon this attitude, and, by our eternal vigilance and 
prompt action, cut down the death rate in carcinoma, 
just as has been done during the past two decades in 
the case of appendicitis. 


Doctor Emce (closing)—I greatly appreciate and agree. 
with the thorough and frank discussions presented here. 
If my presentation of the subject has given the impres- 
sion that I advocate any deviation from the accepted 
radical treatment of isolated malignancies, I wish to go 
on record right now that I believe in the most radical 
methods of attack employed at the earliest moment. The 
subject of this review deals primarily with basic factors 
in the biology of cancer and not with its treatment. The 
reason for presenting it was to acquaint the general 
profession at large with certain advances which ordi- 
narily do not come to the attention of the general prac- 
titioner because of the limited time he can devote to read- 
ing of specialized journals. 
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THE PSYCHO-NEUROSES: PSYCHASTHENIA, 
NEURASTHENIA AND HYSTERIA, WITH 
SPECIAL REFERENCE TO A CERTAIN 
METHOD OF TREATMENT 
A Stupy oF 310 oF My PersonaL Case HIsToRIEs 
By Tuomas J. Orsison, Los Angeles 


A definite constitutional distinction, racial in character, 
may exist between the psycho-neuroses as found in 
America and those observed among foreign racial groups, 
based upon hereditary differences that are psychological 
as well as physiological. 

A study of 310 private patients. 

Discussion by Harold W. Wright, San Francisco; 


H. Douglas Eaton, Los Angeles; Milton B. Lennon, 
San Francisco. 


OLLOWING tthe first publication of the 
Training Camp Method (J. A. M. A., Jan. 


13, 1912) many letters have been received from 
various sources, among them a very stimulating one 


from the late Jno. K. Mitchell of Philadelphia. 


Further work along this line was encouraged and 
has been done. ‘This included certain attempts 
during the war to apply its wider use in rehabilita- 
tion work. I have been the more encouraged for 
the reason that by its exhibition as a therapeutic 
measure in suitable patients one is able more com- 
pletely to put to rout all those horrific camp follow- 
ers of the mind that beset every psycho-neurotic. 


Psycho-neuroses are disorders affecting the (com- 
bined) psychic, vegetative and sensori-motor nerv- 
ous systems. ‘They are characterized by dysfunction 
of the energy-making and _ energy-conducting 
(kinetic) apparatus. They do not include the true 
psychoses (insanities), the true neuroses, nor the 
sequelae of gross organic lesions—though they may 
complicate them or ante-date them in the same in- 
dividual. They are often found in individuals 
suffering from these disorders and form part of 
their symptom complex. The great bulk of the 
Psycho-neuroses is made up of the Neurasthenias, 
Psychasthenias and Hysterias. 


This paper is based upon a study of 310 private 
patients with their histories—viz.: 127 Neuras- 
thenias; 140 Psychasthenias; 43 Hysterias. Its 
chief purpose is to again describe and emphasize 
anew a method of treatment that was thoroughly 
tried out in thirty of these patients and which 
affected a permanent cure in twenty-two; “very 
good” or “excellent” results in three; “improved” 
in three, treatment not completed in one; apparent 
cure, but not sufficient time elapsed to be sure in 
one. 

The literature upon this subject will not be 
dealt with nor statistics invoked. This is essen- 
tially a clinical paper dealing especially with the 
‘therapeutic phase of the subject, which has been 
most efficacious in my experience. 

A definite constitutional distinction, racial in 
character, may exist between the psycho-neuroses 
as found in America and those observed among for- 
eign racial groups, based upon hereditary differ- 
ences that are psychological as well as physiological. 
This may account for the different views of Neuro- 
Psychiatrists here and abroad regarding etiological 
factors, dominant symptoms and treatment. Biology 
téaches that “psychological characters appear to be 
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inherited in the same way that anatomical and 
physiological traits are; indeed, all that has been 
said regarding the correlation of morphological and 
physiological characters applies to psychological 
ones” (Conklin: Heredity and Environment). This 
being true it follows that one need not explain 
the phenomena of the psycho-neuroses as found in 
America (i. e. their symptomatology) upon the 
same arbitrary hypotheses, in absence of more ac- 
curate knowledge than is at present availabe, as 
are accepted (or, demanded) by some of the leaders 
of thought in Europe. 


One other point must be brought out. It is not 
uncommon to hear even qualified psychiatrists assert 
that there is no such clinical entity as neurasthenia— 
claiming that as time goes on more and more 
cases of “neurasthenia” are found to suffer from 
some intercurrent disease, e. g., tuberculosis, focal 
infection, and so on. They reason as follows: A 
psycho-neurosis is without demonstrable pathology 
characteristic of know disease. Neurasthenia, if 
anything, is a psycho-neurosis—ergo: Neurasthenia 
must be without such demonstrable pathology— 
which presumably it is not; therefore it cannot 
exist as an entity! ‘Their inference is that all so- 
called neurasthenias would in fact be something 
else if our examination were competent. 


The fact is, we have long fully recognized as 
being a truly typical set of medical experience those 
patients exhibiting the symptom complex which we 
designate neurasthenia. ‘To deny does not banish 
them. The underlying principle is that a negation 
of any of the experiences of life, which are accepted 
as competent criteria by qualified observers, is more 
unscientific than the acceptance of them until dis- 
proven beyond doubt. Since the time of Beard, 
who gave it a name, Neurasthenia has been accepted 
as being a definite set of pathological experiences. 


As to Hysteria one finds little or no attention paid 
to qualitative racial differences in the literature. In 
my experience most of the hysterias seen in this 
country were of a much more quiet or depressed 
type than those stressed in foreign literature. In 
the forty-three cases of this series remarkably few 
gave a history of the exhibition of attacks of major 
hysteria, although several of their family histories 
included such cases. Comparatively few gave a 
history of “laughing and crying spells,” and the like. 

An analysis of my 140 cases of Psychasthenia 
brings out a suggestive and perhaps significant 
fact—namely that an hereditary taint was present 
in most of them as well as in the Hysterias, but 
not in the Neurasthenias. 

The following very brief sketches will be given 
as examples of the three types of psycho-neuroses 
comprising the series that were treated by the 
Training Camp Method. 

I. Psychasthenia—Definition: Hyper or hypo ir- 
ritability, especially of the psychic sphere (using 
the term irritability in the biological sense of re- 
sponse to extrinsic or intrinsic stimuli) characterized 
by excessive or exaggerated responses even to the 
normal every-day stimuli and especially to the 
psychogenic stimuli involving the emotional sphere 
(an emotion being the consciousness of certain 
hereditary reflexes taking place within us—supposedly 
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involving the internal secretory glands and the re- 
lated vegetative nervous system). Dominant Symp- 
toms—Phobias, sense of inadequacy, anxiety, fear 
in general. 


Case 1. R. O., male, age 36 years, married. 


F. H. Father was subject to fits of depression. One 
of father’s sisters committed suicide. 
P. H. Diphtheria and typhoid in childhood. Ma- 


laria at 23 years. This was followed by a severe nerv- 
ous disturbance during which he was for one year in 
a private sanitarium and then took a trip around the 
world with his father. 

From childhood he had been subject to terrors by 
night and by day—and, like so many children, he 
told no one of them—e. g., he would, when a child, 
sit for hours upon the stairs after being sent to bed 
waiting for the family to retire. He did this so 
as to see the lights down stairs and hear the voices 
of the family. When they moved to retire he would 
scramble into bed and then go to sleep. He con- 
tinued this sort of thing for years. He remembers 
one occasion when a story terrified him and he 
became livid and sat staring for a long time. He 
states that he became able to handle his own fears 
fairly well after he grew up. He received a good 
education and made an exceptional success in bank- 
ing business. 


Present condition began after a recent financial 
panic during which he worried excessively. He 
lost sleep and became depressed. His old fears 
lighted up and he believed he was the cause of his 
depositors losing their money—this in the face of 
the fact that his bank was entirely solvent. It 
became necessary for him to give up his work for 
a time, as he had become unable to concentrate his 
thoughts or to form correct judgments. 


His dominant symptoms, when first seen by me, 
were the obsessions of jumping into the water or 
under passing trains; claustrophobia; fear of driv- 
ing over a high bridge; sense of self-depreciation 
and personality shrinkage; poverty of psychic tonus. 


P. E. No pathology shown by laboratory tests 
or brought to light by careful physical examination. 
There was a functional faulty elimination of in- 
testines and evidence of “sluggish liver.” 


Treatment—Training Camp Method. 


Result—Cure in three months. He became so 
well that he returned to active business and for 
years took his place in public and private enter- 
prises. With such a constitutional heritage as this 
patient possessed, one would rather expect a recur- 
rence in some form at some future date. 

This man belongs to a group of patients in which 
the symptoms were as severe in their way as one sees 
in many cases of true psychosis. I have repeatedly 
seen him drive over a high viaduct bridge that was 
a pet aversion of his. On each occasion he would 
hide his face in his hands in abject fear and break 
out into profuse perspiration. At times he would 
weep. His psychic tonus became so lowered that 
there existed for a time partial mental clouding 
which prevented him from writing or reading—he 
could not concentrate his mind upon anything that 
required extra effort. His one thought was the 
intense mental pain he suffered. These are pa- 
tients who really experience agony of mind. Their 
one question is, “Will this cloud ever be lifted? 
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Can I ever again feel as do others?” This sounds 
very much like what one sees in psychosis. Indeed, 
it would be surprisingly difficult to answer off hand 
the question, ““What is the difference between many 
phases of the severe types of psychasthenia and cer- 
tain true psychotic episodes?” 


These patients require all the therapeutic meas- 
ures at our disposal, in order to bring them back 
to psychic integrity. This necessitates a true spirit- 
ual and mental renovation which involves the eradi- 
cation of poisonous fears, debilitating phobias and 
confusing doubts; the renewing of the soil of the 
mind for the purpose of implanting normal ideas; 
the nurturing these to the point where new mental 
habits are formed and the vicious methods of idea- 
tion put aside. Then, at last, the hardening process 
of making the rehabilitated energy-making apparatus 
function sufficiently long to insure by repeated acts 
the normal habit and thus its more or less perma- 
nent action as a smoothly running machine. ‘The 
Training Camp of professional pugilists and Ama- 
teur Athletic teams do just this for the normal. I 


have attempted to adapt the method to _psycho- 
neurotic. 


Case 2. C. H., 28 years, male, single. 


F. H. Father an invalid with chronic heart disease 
and asthma. Mother and two sisters neurotic—both the 
latter of the hyper-thyroid type. 

P. H. From childhood has been temperamentally reti- 
cent, difident and retiring. Coming to adolescence his 
ambitions excelled his ability to compete with his fel- 
lows. This made him introspective and aggravated his 
sense of inferiority. At school he did well, specializing 
in electric engineering. He states that all his life he 
seemed just to fall short of the ability to “put over” him- 
self. This chagrined him very much, but he could not 
explain it. For a time he grew fast—this was almost a 
bony over-growth implicating his hands and face as 
well as the long bones. He developed a distressing kera- 
todermia of the palmar surfaces of the hands. He was 
able to enter the U. S. Army service during the war 
and did his work satisfactorily. Unfortunately he be- 
came entangled in a matter that touched his pride and 
emotional sphere to the extent of bringing back in a 
wave that overwhelmed him all the suppressed and hid- 
den ideas that were wont to harass him before. It 
seemed to be proven to him that he really was right to 
feel unequal to compete with his fellows. This idea en- 
larged and he developed intense psychic hyper-irrita- 
bility, characterized by fears, anxiety and self-deprecia- 
tion. His physical condition became affected and he lost 
weight and developed neurasthenic symptoms also. His 
keratodermia became really distressing and added to his 
feeling of shame. He will talk for hours about his 
obsessions and fears. 

Present condition is distressing and alarming. 
family fear psychosis. 

P. E. Evidences of old pluriglandular disturbance— 
pituitary and thyroid. Patient is 15 pounds underweight. 
Skin is dry and harsh. Hands are very large and pal- 
mar surfaces horny and leaky. Facies anxious. Men- 
tally he is depressed, retiring, introspective and shy. 
He believes he has consistently made a failure of life— 
not for lack of trying. He has certain ideas regarding 
the exciting episodes that are obsessive in character. 
They dominate his life completely. 


Treatment—Training Camp Method. 

Result—Entire absence of symptoms (including 
the keratodermia) after four months. The change 
in this man’s personality and character were almost 
unbelievable. For the first time in his life he can 
look his fellow man in the eye without fear or any 
ideas of inadequacy. He has regained his initiative 
and his place in life as a worker. As he describes it, 


His 
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“It is good to feel able to get into the game and 
not to sit on the side-lines.” 


Il. Neurasthenia—Definition: Hyper or hypo 
irritability, especially of the sensori-motor or the 
vegetative nervous systems or both, characterized 
in the former especially by fatigability and in the 
latter by more or less violent dysfunction of the 
various organs which are administered by the vege- 
tative system. ‘The lowered tone of the psychic 
sphere in these cases may be described qualitatively in 
terms of fatigue. Dominant Symptom—Fatigability. 

Case 1. Mrs. M. K., age 25 years. 

F. H. Heredity good. 

P. H. Entirely well up to five years ago, when she 
was married. Her first child was born ten months later. 
After that she began to develop symptoms of fatigue 
and came to California to recuperate. Upon her return 
home she had an attack of tonsillitis—“quinsy”—and diph- 
theria. Was much debilitated. She then developed pain 
in the left knee. Came again to California. Upon her 
return she suffered an attack of pleurisy with effusion. 
A little later she exhibited numbers of purplish, painful 
noduli, mostly on the legs. They lasted six weeks and 


disappeared slowly. 

‘Two years ago (previous to my seeing her) she 
had tonsillitis again. Three months later her sec- 
ond child was born. Three months later, while on 
a four days’ trip, during which she was subjected 
to intense heat, she became “hysterical.” Five 
months later she suffered a three weeks’ frank 
neurasthenic attack. Immediately following she 
had tonsillitis and was much run down. She had 
been under excellent medical care during all of 
these episodes. No T. B. bac. had ever been found 
in her sputum—though the attack of pleurisy was 


most suspicious. The tonsils should, of course, 
have been removed. 


P. I. Patient first seen about a year and a half 
after the last attack of tonsillitis. Chief complaint is 
intense fatigability. She finds it difficult to walk 
one block or go up a flight of steps. She cannot 
dress her hair because of fatigue. She experiences 
the visual disturbance, seen at times in neurasthenics, 
of seeing only half an object—this will only last a 
few moments or a few minutes at a time. She 
had had a thorough physical examination by a sur- 
geon and an internist a short time previous to her 
first visit to me and no pathology was found. My 
own physical examination elicited nothing new. No 
stigmata of hysteria were observed. She was much 
emaciated and weighed 113 pounds. Her muscles 
were soft and flabby. 


Her mental condition is excellent—no phobias, 
no excessive anxiety or dread, no emotional im- 
balance. She had been told to “forget it,” to “get 
some new interest in life,” to “take a lot of ex- 
ercise,” and so on. She is a very intelligent woman 
and stated that her family and children gave her 
enough enthusiastic interest in life, but she found 
it difficult to tolerate the advice to “forget it” 
and to “throw it off” and “make the effort to take 
exercise,” when she could not dress her own hair 
and could scarcely brush her own teeth because of 
fatigue. 


Treatment—First > Complete rest treatment for 


six weeks. Second: Modified rest with beginning 
out-of-bed exercises. Third: Training Camp 
routine. 
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During the first period she received passive ex- 
ercises and massage with overfeeding. During the 
second period the exercise was increased. ‘Then 
followed the full Training Camp routine. Result— 
after three months she was without symptoms. She 
had gained twenty-three pounds, could walk ten 
miles without fatigue and do all the training routine 
without distress. I saw her at intervals since then 
and she has remained perfectly well through 
several years. I do not know of any recurrence of 
symptoms. 


Ill. Hysteria—Definition: Hyper or hypo ir- 
ritability of the psychic and sensory motor spheres 
with dysfunctions in these spheres, characterized by 
abnormal psychogenic dissociations and associations. 
(This is offered as a fairly good working formula- 
tion. ) 


Freud writes, ‘““The characteristic factor of hys- 
teria is to convert the psychic into the physical.” 
Babinski has proposed the name “pithiatism” as a 
substitute for the name hysteria. It is a combina- 
tion of two Greek words meaning “persuasion” 
and “cure.” He offers the new name because, as 
he states, “A phenomenon is hysterical when it can 
be produced through suggestion and cured by 
persuasion.” 

The dominant symptoms of hysteria are dissocia- 
tions and associations that are abnormal or path- 
ological. For this reason the definition given above 
seems accurate enough to be acceptable and brief 
enough to be expedient—therefore more or less 
satisfactory. 

There are.normal as well as abnormal psycho- 
genic dissociations that are constantly made use of, 
e. g., when a microscopist examines his specimen he 
may keep both eyes open and yet consciously see 
but one field—the stage of his microscope. He con- 
sciously or unconsciously dissociates one field of 
vision. "The same thing happens when the expert 
wing shot shoots with both eyes open— as he sights 
along the gun barrel he at once dissociates all his 
visual fields, except what is really an almost 
tubular field that takes in his bird. One can readily 
conceive of a normal becoming an abnormal or 
pathological process—either in the sensory and 
motor spheres or both. 

Case 1. J. H., age 24, single, female. 


F. H. Hereditary taint: Mother is extremely nervous 
and emotional; she has suffered several “nervous break- 
downs”; two of her sisters have had psychasthenic at- 
tacks. 

One brother is a confirmed invalid—had disease of 
spinal cord when a boy; he exhibits phobias and other 
psychasthenic symptoms. 

P. H. Has always been strong and healthy physically. 
Her psychic hyper-irritability was demonstrated, how- 
ever, in childhood by numerous childish obsessions. She 
has always been “nervous,” imaginative, decidedly tem- 
peramental and a great reader. She never showed 
symptoms of tic, chorea or other neuroses. She has al- 
ways been inclined to be athletic and never had any 
nervous breakdown. 

P. I. About three months before I first saw her pro- 
fessionally she suffered with a severe coryza and later 
laryngitis. This continuing for some time she feared 
she might “strain her voice.’ The conversion of her 
fears into the subsequent dissociation became definite and 
fixed. She decided to remain quietly at home and not 
see people. This she did and began not to want to see 


people—which was quite different from her normal at- 
After two weeks she decided to have her ton- 


titude. 
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sils and adenoids removed. This was done and for 
two weeks more she remained quiet and began to feel 
better. Then she went to a card party where she had 
to talk loudly. She says she felt her throat contract 
more and more as though she were talking against 
pressure. This frightened her and she wanted to 
leave. Thereafter she had«the symptom of a tight band 
about the throat, plus asphonia. She has also had fits of 
crying. Her dominant symptom is aphonia of an hysteri- 
cal nature. 


Reflexes—tendon reflexes are exaggerated. No other 
symptoms of hysteria were noted in the history, but 
my recollection is that there was hypaesthenia of one eye- 
ball and of the nasal mucous membrane on that side. 


Treatment—Training Camp Method. 


She was sent to one of the less frequent beaches 
with a “trainer,” who was instructed as to the 
kinds of persuasion and suggestion to be employed. 
I saw her regularly, of course. The daily routine 
was prescribed in the form of a written schedule 
which indicated just the kind, amount and times 
for exercises, baths, rub-downs and rests. The out- 
door exercises were regulated “road-work,” medicine 
ball, rope-skipping and sea-bathing. The work in 
this case was strenuous from the start. Her day 
was mapped out for her and she lived “by the 
clock.” No attention was paid to the aphonia in 
the way of formal treatment and no attention 
was allowed it except by myself when, by persuasion 
and suggestion, she would be lured away from 
standing guard over her throat and diverting into 


allowing it to behave automatically and uncon- 
sciously. 


Progress was not rapid, but it was sure. It re- 
quired four months to insure her against recur- 
rence of abnormal dissociations. The latter part of 
that time was the “hardening” process of monoton- 
ously repeated, excitement-free, hum-drum normal 


life. Since then she has married most happily and 
has a family of her own. There has never been a 
recurrence. 


This series of 310 cases were grouped as follows: 


Males Females Total 

PE RUN 5 SI EL ss 57 83 140 
PURI occ sie 47 80 127 
RON isnt ea ee 20 23 43 
RINE fe cee Sonn, Se pee 124 186 310 


Thirty of these, nineteen women and eleven men, 
have been treated by the Training Camp Method, 
about 10 per cent of the series. 


The results have been: 22 cures, 3 excellent, 3 
improved, 1 probable cure, 1 treatment not com- 


pleted. Total, 30. 


My experience with it indicates most forcibly 
the necessity of it whenever it can be applied for 
three reasons especially—1, the permanency of cure; 
2, the completeness of cure; 3, the short time re- 
quired for cure as compared with other methods in 
similar cases. 


DISCUSSION 


Harotp W. Wricut, M. D. (Flood Building, San 
Francisco)—Dr. Orbison’s paper indicates that rest is not 
the only need of the neurasthenic or other type of func- 
tional nervous disorder. We are too prone to tell people 
that they should rest or have a change and leave them 
unsupervised to dwell on their symptoms and become 
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‘more introspective instead of diverting their attention 


to something objective which at the same time can be 
used as a method of physical upbuilding. This is par- 
ticularly of use when the regimen involves doing some- 
thing competitively after a period of gradual physical 
upbuilding, e. g., competitive sports and competitive 
team play. The neurasthenic or other type of neurotic 
who has become discouraged and diffident and has lost 
faith in himself as a normally efficient working member 
of society (and most of these cases are of that sort) 
requires something to bring back his self-respect and 
sense of ability to accomplish things. The latter is the 
reason for any form of occupational therapy. Occupa- 
tional therapy should not be just a time killer, but should 
have the elements of interest, physical hardening and 
zest of accomplishment of something hitherto not be- 
lieved possible by the patient. While it is true that we 
cannot afford to neglect mental analysis and _ the 
psychological causes of functional nervous disorders so 
that the patient may learn how to avoid recurrences, it 
is also of equal importance not to neglect physical re- 
education and upbuilding and always keep in mind that 
any patient is a unified personality when well, and has 
become disharmonized in his entire organism when 
nervously ill. 


As regards the term “neurasthenia,” one would hesitate 
to discard it even though it is often misapplied. It is an 
accurate descriptive term for those patients who are 
asthenic following some prior illness of a toxic, infective 
nature or following prolonged states of anxiety with 
ensuing disturbance of the functions of the digestive or 
circulatory or endocrine organs. Perhaps one could 
criticize the immediate resort to the training camp method 
in the literal “neurasthenic” until sufficient rest and up- 


building of nutrition had been accomplished by milder 
methods. 


After all is said one must conclude that the personal 
influence of the physician upon his patient is the most 
important factor of all in the therapeutic management of 
such patients. 


H. Doucias Eaton, M. D. (1136 West Sixth Street, 
Los Angeles)—In the absence of conclusive facts, theories 
and theorists flourish. In no realm is this more true 
than in that of the psychoneuroses. The literature is full 
of widely differing explanations of the genesis of neuras- 
thenia and its sisters, psychasthenia and hysteria, all of 
which are as yet unproved. For this reason we are all 
prone, whatever our specialty, to treat the psychoneuroses 
and to treat them on the basis of our own pet theory of 
their etiology and pathology. Is it any wonder that we 
lose many of our patients to the cultists? 


For the above reason it is a pleasure to read Orbison’s 
sane description of these conditions and his clear-cut 
views as to their therapy. Whatever our views as to the 
etiology and pathology of the psychoneuroses, certainly 
present day scientific knowledge demonstrates the value 
of training in their care and cure. 


Before the. war, I spent some years working with 
the psychoneuroses and aided in the development of the 
so-called re-educational method, now flourishing under 
Austen Fox Riggs, at Stockbridge, Massachusetts. Our 
patients were trained mentally and physically. Obviously, 
one must start with the patient as he is. The mal- 
nourished patient needs more rest than exercise, the 
athlete—and there are neurasthenic, psychasthenic and 
hysterical athletes—needs more exercise than rest. The 
objective is the same and eventually we attempt to 
reach the level of physical and mental normality for 
that individual. All such training should be founded on 
the laws of physiology and psychology; the patient’s 
understanding of the method is essential to success or 
at least to permanent success, 

The individual physician’s technique, as Dr. Wright 
suggests, is of great importance, but it is equally im- 
portant that the technique be founded on a rational con- 
ception of the disorders treated. 

Orbison’s conclusions are in accordance with my own 
experience in fifteen hundred cases, namely that the 
psychoneuroses are definite disease conditions without 
demonstrable pathology; and that approximately 80 per 
cent go on to cure as the result of physical and mental 
training administered by competent hands. 
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Mitton B. Lennon, M. D. (380 Post Street, 
Francisco)—As Orbison says, a careful classification of 
the psychoneuroses is important: We recall years ago 
when the diagnosis of neurasthenia was as common as 
it is today relatively rare. The same pertains with 
psychaesthenia. Hysteria, perhaps, is now more fre- 
quently recognized than it was a decade ago. With the 
development of our knowledge, the glandular discrepan- 
cies, toxic and infectious conditions, the so-called consti- 
tutional inferiorities and mild psychic state, have claimed 
many patients who formerly were designated as psychaes- 
thenic or neurasthenic. It has been the observation of 
many of us that such classification had better be made 
with great reserve. A mild manic-depressive state 
with complete recovery and a later turbulent episode 
will often point out an error in diagnosis. An early 
encephalities may run on for months with all the marks 
of a neurasthenia, before any defining symptoms super- 
vene. The same can be said of other toxic conditions. 
These, it is true, can activate a neurasthenia, but the 
fatigability that they present does not constitute a neur- 
asthenia. The psychoneuroses—if they represent any- 
thing—represent definite types of personality. They are 
an expression of the inherent, inborn nature of given 
groups of individuals. Under obvious stresses—either 
mental or physical—symptoms may arise which are dis- 
tressing, even to incapacity: Others, however, have no 
such obvious symptoms and can only be reached by 
careful analysis. 


If we bear this in mind we must be very chary of 
using the term “cure” in any patient with a psycho- 
neurosis; much less can we use the term “permanent 
cure.” Quite plainly can we get rid of distressing symp- 
toms and, perhaps, that is as much as can be asked. 
The method may be in any of the accredited ways which 
will do for the happiness and efficiency of the individual. 


Doctor Orbison’s method is particularly efficacious, 
since it implies the co-operation of doctor, patient and 
trainer. It spells out-of-doors, well-regulated exercise 
and a direction toward healthy habits. It has the ad- 
vantage of restoring the patient with a laudable degree 
of rapidity. 

The personal equation of the doctor, however, must 
not be overlooked. Undoubtedly, this has played a large 
part in the obtaining of such excellent results. 


Doctor Orsison (closing)—The discussions of my 
paper by Doctors Wright, Eaton and Lennon have, in 
themselves, a remarkably ponderable value—coming, as 
they do, from neuro-psychiatrists eminently qualified by 
education and experience to express critical judgments 
upon the subject under discussion. 


In fact they bring out exactly the values of the train- 
ing camp method and make a better summing up of those 
values qualitatively than I could expect to do. For 
example, Dr. Wright has crystallized one whole phase 
of the subject in a single sentence when he says, “Oc- 
cupational therapy should not be just a time-killer, but 
should have the elments of interest, physical hardening 
and zest of accomplishment of something hitherto not 
believed possible by the patient.” 


Again, Doctor Eaton, from a very large experience, 
is able to state the formulations that: “Obviously one 
must start with the patient as he is”; we attempt to 
reach the level of physical and mental normality for that 
individual. All such training should be founded upon 
the laws of physiology and psychology, “plus the pa- 
tient’s intelligent co-operation.” I know of Doctor Ea- 
ton’s admirable work at Stockbridge and the notable 
results obtained. 

Doctor Lennon, with his well-known accuracy in analy- 
sis, sums up admirably when he says, “The psycho- 
neuroses, if they represent anything, represent definite 
types of personality. They are an expression of the 
inherent, inborn nature of given groups of individuals.” 

I can do no better in closing this discussion than by 
quoting these careful and experienced neuro-psychiatrists. 
That they indorse what has seemed to me very simple, 
but common sense, definite method of treating the psycho- 
neuroses, and concur in its efficacy is very much ap- 
preciated, as is the quality of their illuminating dis- 
cussion. 
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CORONARY OBSTRUCTION 
By James F. Cuurcuitt, M. D., San Diego 


Sudden obstruction of a coronary vessel is ordinarily 
due to a thrombus, but an embolus is occasionally found. 

Treatment consists in absolute rest in bed, morphin for 
relief of the pain and the use of digitalis. 

Vasodilators are contra-indicated, since there is already 
a fall in blood pressure. 


Discussion by William J. Kerr, San Francisco; F. F. 
Gundrum, Sacramento; Egerton Crispin, Los Angeles; 
Franklin R. Nuzum, Santa Barbara. 


()) BSTRUCTION of the coronary arteries has 

long been regarded as one of the most serious 
of cardiac accidents. Indeed, until as recently as 
1881 it was considered a fatal one. In that year 
Cohnheim published his conclusions that the coro- 
naries were end arteries and that occlusion of one 
of them or one of the larger branches was followed 
by death within a few moments. This work con- 
firmed that of earlier writers, but did not long re- 
main unchallenged. Numerous workers from 1888 
to 1910 published the results of animal experiments, 
in which death was delayed for some time, and even 
recovery was noted in a few instances. Clinical ob- 
servations with necropsy findings also began to be 
reported during this period, furnishing proof that 
patients can and do survive for varying lengths of 
time obstruction of fairly large branches of the coro- 
nary vessels. 


The object of this review of the subject is to em- 
phasize the relative frequency of coronary occlu- 
sion, to point out the variations in the clinical pic- 
ture, and to discuss some points in differential diag- 
nosis. Immediate recognition and treatment of this 
condition may, in certain instances, mean much to 
the patient. 


Sudden obstruction of a coronary vessel is ordi- 
narily due to a thrombus, but an embolus is occa- 
sionally found. Either artery or any one of their 
branches may be involved, the most common site 
being the ramus descendens of the left. That the 
coronaries are not end arteries, as was formerly 
taught, was definitely proven by Fred M. Smith, 
whose excellent work on coronary anastomosis was 
published in 1918. After infusing the coronary ves- 
sels, Smith injected them with a suspension of 
barium and made stereoscopic films of the hearts, 
showing in this way not only the presence of actual 
anastomoses, but also the variation in the size and 
numbers of these in different hearts. 


The result of an obstruction depends upon the 
size of the vessel affected, the number and size of 
the anastomoses and the previous pathological state 
of the myocardium. 


In discussing the symptomatology of this affec- 
tion, one cannot do better than to adopt the classi- 
fication made by Herrick in his two classical papers 


on this subject, published in 1912 and 1919. 


1. Cases of instantaneous death in which there 
is no death struggle. 

2. Cases with very severe symptoms, usually of 
typical anginal character, in which death occurs in 
from a few minutes to a few hours. 

3. Cases with symptoms severe enough to be rec- 
ognized as serious and probably of cardiac origin, in 
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which death may be delayed for days and recovery 
eventually occur. 


4. A group in which the cardiac symptoms are 
very mild and in which the diagnosis can only be 
suspected, or made in retrospect, from the autopsy 
findings. It is the third group which will be chiefly 
considered in this paper. 


SYMPTOMATOLOGY 


The subjects of this affection are those in which 
angina is commonly encountered that is, men past 
50 years of age, though a few verified cases have 
been reported in the thirties. Those who have had 
previous anginal attacks will usually describe the 
seizure as similar, but more severe and more pro- 
longed. The pain may be substernal or radiate to 
the arms or to the abdomen. Its intensity may be 
of any degree, though usually very severe. 

Symptoms of collapse quickly follow the onset. 
The pulse is usually weak and rapid and may be- 
come irregular, premature systoles being the most 
common type of arrhythmia. The heart tones are 
faint, and there is almost always a rapid fall in 
blood pressure. The face is usually ashen. Profuse 
perspiration is common. Dyspnoea is not often 
noted, though it may occur and be accompanied by 
the appearance of many bubbling rales and the ex- 
pectoration of frothy, pink sputum, indicative of 
pulmonary edema. It has been suggested that this 
edema may occur when the left, and not the right, 
ventricle is affected. 

Nausea and vomiting are not uncommon, and 
when associated with severe abdominal pain may be 
very confusing and suggestive of an abdominal con- 
dition. Engorgement of the liver and edema of the 
lower extremities are described, due to a weakened 
myocardium; but these findings are less common 
than those mentioned above. 

Extreme weakness is the rule, though some pa- 
tients remain surprisingly strong and may insist 
upon walking about the room, going to the toilet, 
etc. The majority of patients prefer to lie flat in 
bed, but two of my own cases were apparently more 
comfortable when upright and persisted in sitting 
in a chair. 

A pericardial rub may develop at any time after 
a few hours, and when found is of great diagnostic 
importance. It is commonly stated that the mind 
remains clear almost to the moment of death, and 
while these patients ordinarily realize the gravity 
of their condition the fear of death, so commonly 
described in angina, is noticeably absent. 


DIAGNOSIS 
The diagnostic points which have led me to sus- 
pect coronary occlusion are: 


1. Severe persisting pain of anginal type, which 
is not relieved by vasodilators, but only by morphin. 


2. Signs of shock as mentioned above, especially 
the rapid fall in blood pressure. 


3. Weakening, irregular heart tones. 
4. Pericardial rub. 
5. Electrocardiagraphic findings. 


A majority of the reported cases show in the 
electrocardiagram a sharply negative T wave and 
a decrease in the amplitude of the QRS group. 
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Unfortunately, the electrocardiagraph is not port- 
able, so that one is not often available as an aid in 
the diagnosis. However, when the findings above 
mentioned are obtained, they should be regarded 
as strongly supporting evidence oi coronary ob- 
struction. 


DIFFERENTIAL DIAGNOSIS 


The two conditions which commonly come in for 
consideration in the differential diagnosis are un- 
complicated angina and acute lesions of the upper 
abdomen. 

The former of these is relatively easy of differen- 
tiation, inasmuch as the pain in angina, while it 
may be as severe, is not so lasting and is usually 
relieved by nitroglycerin or amyl nitrite. Further, 
there are not present the marked signs of collapse, 
especially the weakened heart tones and rapid fall 
in blood pressure. Of course, those anginal attacks, 
which are immediately fatal, can only be differen- 
tiated at autopsy. 

The second group, however, presents many diff- 
culties, and an error may occasionally be unavoid- 
able. Perforation of a gastric or duodenal ulcer, 
acute pancreatitis, mesenteric thrombosis, and bili- 
ary colic may be simulated by a coronary occlusion 
in every detail for a period of several hours. While 
the pain in coronary obstruction is more often sub- 
sternal, it may be referred to the epigastrium, and 
when to this is added board-like rigidity of the 
upper abdomen, vomiting and signs of collapse, the 
patient presents a typical picture of perforation of 
a hollow viscus. The situation is particularly diffi- 
cult if there chances to be a former history of diges- 
tive disturbances. Differential diagnosis may not be 
possible for several hours, and it may be necessary 
to await further developments before a final de- 
cision is made. Increasing weakness and rapidity of 
the heart, or the development of an arrhythmia or 
a pericardial rub on the one hand, or the appear- 
ance of further signs of an abdominal lesion on the 
other, will usually aid in the differentiation. 

As stated before, cases of coronary obstruction 
show very great variation in their clinical pictures. 
The following three case histories serve to illustrate 
and emphasize this fact. 


Case 1—A man of 76 was seen in consultation after 
having been in intense agony for four hours. There was 
a history of previous anginal attacks. The pain-was sub- 
sternal, agonizing in character and did not radiate. No 
relief had been afforded by nitroglycerin, and morphin 
had been administered with partial, but not complete, 
relief. The heart tones were feeble. The blood pressure 
could not be taken on account of the restlessness of the 
patient. Death occurred about seven hours after the 
onset. Autopsy showed advanced sclerosis of the coron- 
aries and a soft thrombus in the left main branch. A 
typical case of the pure anginal type in which a diag- 
nosis may be made with considerable certainty. 


CasE 2—A man of 78 who had been very active, a 
great traveler, and who prided himself on his good 
health. No history of previous angina or other cardiac 
symptoms. On-the morning of the onset he felt some 
nausea while at his breakfast. He went at once to his 
room and vomited a small amount, after which he stated 
he felt relieved, but not entirely comfortable. ‘There was 
no pain at this time, however. My associate saw this 
patient within an hour after the onset. When he en- 
tered the room the man set up on the bed to relate his 
history. At the’end of about five minutes he uttered an 
exclamation, clasped his hands on his abdomen and fell 
back on the bed. He almost immediately vomited, but 
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experienced no relief from his intense pain, which he 
located in the epigastrium. His color became ashen, 
profuse prespiration appeared, his pulse became rapid 
and weak. It was learned that, a few months before, his 
systolic blood pressure had been 145. Four hours after 
the onset his pressure was 95-60, and he presented the 
typical picture of shock. While the abdominal pain and 
rigidity still persisted at this time the signs of cardiac 
disturbance were so marked that the possibility of a 
perforated ulcer was dismissed by the surgical consultant 
and myself. He lived twenty hours from the onset of his 
severe symptoms. At the end of fourteen hours general 
weakness was extreme, the heart was very rapid and 
irregular, and the systolic pressure had fallen to approxi- 
mately 60, while the abdominal rigidity had disappeared. 
At the onset this case closely simulated the picture of rup- 
ture of a gastric or duodenal ulcer. Altheugh an autopsy 
was not obtainable, those of us who watched the case felt 
that coronary obstruction was the only possible diagnosis. 


Case 3—Was a man of 72 who came to the office this 
winter on account of recurring discomfort under the up- 
per sternum. This had been noted after exercise for 
about two months and was thought by the patient to be 
due to “gas.” On this account he had developed a marked 
aerophagia. He was found to have an advanced ar- 
teriosclerosis and some increase in the cardiac outlines. 
The heart tones were clear. The blood pressure was 
155-100. He was advised to remain quietly in his room 
for several days. The second morning after I was asked 
to see him on account of the same distress. It had come 
on at about 9 p. m., had been continuous, and he had 
spent a sleepless night in a chair. The pain was de- 
scribed both as a pressure and a dull pain under the 
middle third of the sternum; was apparently not very 
severe and did not radiate. His distress was increased 
by lying down. On that day the blood pressure was 
found to be 112-70. His color was grayish and he was 
in a profuse prespiration. The next morning a faint 
pericordial rub was heard in the third left interspace 
near the sternum. His condition remained practically 
unchanged and relief was only obtained by morphin. On 
the third day the pressure had dropped to 90-45. The 
heart was rapid, occasional premature systoles were 
noted, but there was no change in the heart outlines. He 
was a very uncontrollable patient and insisted upon go- 
ing to the bathroom contrary to instructions. He died 
suddenly on the morning of the fifth day, after returning 
from the toilet. On the basis of his persistent cardiac 
pain, pericardial rub, fall in blood pressure, and dis- 
turbed rhythm, the diagnosis was made of obstruction of 
one of the coronary branches. Autopsy could not be 


obtained. 

The point I wish to impress by these three case 
histories is that there is no single symptom complex 
typical of coronary thrombus. These three cases 
present entirely different clinical pictures of what I 
believe to have been the same pathological lesion. 


TREATMENT 


The treatment consists in absolute rest in bed, 
morphin for relief of the pain, and the use of digi- 
talis. Vasodilators are contra-indicated, since there 
is already a fall in blood pressure. If the patient 
survives he should be kept in bed over a long period 
and treated as any other individual with grave myo- 
cardial disease. 

Electric Building. 


DISCUSSION 


WiuiAM J. Kerr (University of California Hospital, 
San Francisco)—It has been a pleasure to read Doctor 
Churchill’s paper on “Coronary Obstruction.” The de- 
scription of the symptomatology and physical findings fits 
in very well with my own experience with this clinical 
entity. I think all of those who have handled patients 
with coronary disease have been impressed with the type 
of pain which the patients describe, being: of an anginal 
type, but persistent and agonizing in character and not 
relieved by the ordinary vasodilators. Patients who 
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present the more severe forms of coronary disease, with 
the associated myocardial changes, give a very striking 
picture of shock with fall in blood pressure, pallor and 
profuse sweating. The changes in the heart sounds are 
also very striking, with marked weakening of the tone 
of the first sound. The pericardial rub, which Doctor 
Churchill mentions, is not very frequently observed, but 
quite a percentage of cases show at necropsy pericardial 
involvement. Electrocardiograph findings are not con- 
stant, but usually show evidence of disturbance of the 
conduction system in the ventricles and abnormal T 
waves. The gastro-intestinal symptoms may be very 


-prominent and suggest conditions in the abdomen of a 


very severe type and may even result in surgical meas- 
ures, which naturally are of no value and may result 
fatally. : 

It was of interest to review the pathological findings 
in such cases and to learn that many patients show evi- 
dence of previous coronary occlusion with fibrosis of 
heart muscle resulting from this occlusion. This is am- 
ple evidence that patients may go through mild attacks 
of coronary occlusion and recover in many instances 
without having experienced any symptoms in the past 
history which would lead one to make such a diagnosis. 

I quite agree with Churchill in regard to the treatment 
in these cases. Rest is the most important single factor 
with relief from pain by the use of opiates. A long 
period of rest is absolutely indicated. There is great 
danger of embolism as a result of mural thrombosis. 


F. F. Gunprum, M. D. (Capital National Bank Build- 
ing, Sacramento)—Doctor Churchill’s paper brings back 
to our attention a medical accident which, though not 
extremely common, is, nevertheless, possibly considerably 
less rare than we ordinarily suppose. It is not always 
met with in old men, but may occur in women, and even 
in comparatively young women. I have attended a 
woman who died of coronary occlusion at the age of 42. 
The diagnosis was confirmed by autopsy. The source of 
the thrombus was not determined. It is of first impor- 
tance that coronary occlusion be not mistaken for some 
of the acute surgical accidents of the upper abdomen. 
This mistake is less apt to occur if opportunity for a 
case history presents itself. The history taking may be 
difficult at a time when the patient is extremely uncom- 
fortable and sick and the family much excited and 
anxious. Hasty surgery has here such melancholy results, 
however, that time spent upon a thorough investigation 
into the patient’s previous health is well spent. There is 
also very rarely a true muscle spasm of the abdominal 
wall, which is so frequently present after perforation of 
a viscus high up in the abdomen. I agree with Churchill 
that there are possibly more sufferers from coronary 
occlusion than are so diagnosed and particularly there 
are a fair number whose lesion is sufficiently limited 
that they recover to a fair amount of activity for a time. 


Ecerton Crispin, M. D. (Pacific Mutual Building, Los 
Angeles)—Doctor Churchill’s paper is a well prepared 
presentation of a subject that must frequently be brought 
before the profession in order than anginal symptoms may 
be more often clinically segregated into relationship with 
the probable pathologic origin. The established proof 
that coronary arteries are not end arteries, the recent 
clinical observations of the surgeons, after cutting the 
superior cardiac nerve for the relief of spasmodic type 
of anginal pains, and the correlation of careful autopsy 
findings with the clinical observations of pain attacks, 
have helped in gathering together a group of symptoms 
that strongly suggest coronary obstruction as their cause. 


Nearly all observers agree in the main symptoms; 
particularly the prolonged type of pain; falling pressure; 
absence of relief from vaso-dilators and the need for 
morphia. The type of person in whom the attack occurs 
and the probability of sclerosis in the aorta and in the 
coronaries, help in suggesting the possible origin of pain. 
More frequently will the type of pain from coronary in- 
volvement occur in epigastrium. Where it occurs sub- 
sternal the radiation to extremities is less often present. 
The person with spasmodic type of angina may be 
gravely ill while under the strain of the fear, or emotion, 
or anger, that brought on the attack, but feel quite 
himself the next day. The patient with pain from 
coronary obstruction is an ill man for whom effort must 
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be suspended. The infarct or fibrosis may only be put 
to test with caution until myocardial integrity has been 
established at effort levels. 


Rather typical of the obstructions in group classed as 
Number 3 by Doctor Churchill, is that these folks may 
have comparative comfort when effort is within myo- 
cardial circulatory limits, and how sure distress comes 
when these limits are exceeded. With this in mind and 
impressed upon patients having had symptoms of ob- 
struction, possibly to some extent attacks may be averted. 
Comparatively one effort level might be cared for with 
the limited blood of a partially occluded vessel, but all 
symptoms of obstruction develop if increased effort made 
demands on coronaries that could not be supplied. This 
borne in mind may permit some patients with this dis- 
ease to live longer with some comfort. 


FRANKLIN R. Nuzum, M. D. (Santa Barbara)—A com- 
plication of coronary obstruction not mentioned in Doctor 
Churchill’s excellent paper is rupture of the heart. This 
accident has been considered as of rare occurrence, but 
in certain types of service, such as coroners’ examinations 
and in insane asylums, frequent instances of ruptured 
heart wall are coming to light. They are noted par- 
ticularly in coroners’ services because sudden death fol- 
lows the rupture. They are noted in insane asylums 
because the life of such an individual tends toward the 
pathologic processes which are found in coronary ob- 
struction and infarction of the myocardium. 


I have had personal experience with five instances of 
ruptured heart, three of which occurred in general hos- 
pital practice. The pathology back of each of these in- 
stances, and back of some 250 instances that I have 
found in the literature, is primarily an occlusion of 
one of the large branches of either the right or left 
coronary artery, resulting in infarction of the muscle wall. 
By far the large majority of instances have occurred in 
the anterior wall of the left ventricle at or near the 
apex. This area is supplied by the descending branch of 
the left coronary artery, and an occlusion of this branch 
or of the arteries supplying the affected area is found 
when carefully looked for. Rupture of the heart never 
occurs in a normal muscle wall, and likewise rupture 
through an old healed infarct has not been recorded. 


Death usually follows shortly after the rupture, so 
that therapy is not of avail, but in going over the history, 
occasionally a diagnosis of a former occlusion of a 
coronary artery can be determined. In some instances 


Soe by days or weeks the rupture of the heart 
wall. 


Many instances of rupture of the heart wall undoubt- 
edly occur in general hospital practice, which at present 
are not being diagnosed. A familiarity with the subject 
of coronary occlusion and an increasing desire on the 
part of physicians to obtain post mortem examinations 
routinely will bring to light many such examples. 

The importance of absolute rest at the time the diag- 
nosis of coronary occlusion is made, as suggested by 
Churchill, is most important in preventing rupture of the 
area of myomalacia cordis, which follows the infarction. 








The Spinal Fluid in the New-born, With Especial 
References to Intracranial Hemorrhages—A study of 
the spinal fluid of 423 new-born negroes was made by 
M. Hines Roberts, Atlanta, Georgia (Journal A. M. A.). 
Each of these fluids contained a yellow pigment, bilirubin, 
which persisted at least until the ninth day, and was in- 
tensified if jaundice occurred. It cleared by the fourth 
week. The intensity of pigmentation was closely related 
to the physical development of the infant. Sixty cases, or 
14.1 per cent, showed the presence of intracranial hemor- 
rhage, two due to hemorrhagic disease, and fifty-eight to 
trauma. Abnormal labors or operative procedures tend 
to increase the incidence of intracranial hemorrhage. Pre- 
maturity is a definite etiologic factor. Only twenty-six of 
the sixty cases presented symptoms attributable to intra- 
cranial hemorrhage. Fifty-four of the sixty children have 
been followed; twelve are dead, ten because of hemor- 
rhage, two as the result of some intercurrent infection. 
Forty-two children are known to be alive, only two of 
whom show symptoms due to hemorrhage. The remaining 
forty seem perfectly normal. 
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TUBERCULOSIS OF THE SEMINAL TRACT 


(From the Department of Urology, Stanford University 
Medical School) 


By James R. Ditton, M.'D., San Francisco 


The only hope of radical cure or complete arrestation 
of the disease is by the radical operation—that is, excision 
of the tuberculous seminal tract. 

If the patient with unilateral epididymitis is seen early 
enough there may be hope of removing the entire tuber- 
culous tract while it is still limited to one side, and 
saving for him the opposite seminal tract. 


Discussion by Martin Molony, San Francisco; R. L. 
Schulz, Los Angeles; Floyd F. Hatch, Salt Lake City. 


ENITAL TUBERCULOSIS is such a pro- 

gressive affection, that any method, however 
tadical, which offers a better chance of recovery is 
worth serious consideration. At the present time 
conservative treatment by epididymectomy holds the 
majority opinion because of the generally accepted 
belief that the primary focus is in the epididymis 
and that from this the disease quickly spreads to 
involve the vesicle and prostate, and by removing 
the epididymis or testicle the secondary focus will 
subside and improve the chances for the escape of 
the opposite side. That such a result is not always 
obtained and that our attempts to cure genital tuber- 
culosis by epididymectomy leave much to be desired 
is shown by the published statistics of many urolo- 
gists. 

Barney reported the end results of seventy-one 
cases, stating that of sixty-nine operated on, but 
twenty-six were seen after unilateral epididymec- 
tomy without involvement of the opposite side; 
twenty-three returned with infection of the second 
epididymis, and twenty were examined after bilat- 
eral operations. Young reports, out of sixty-three 
patients, only twenty-seven are known to be or have 
been alive three years or more since admission. 
Eighteen were not heard from. He further states 
that the urinary tract was not involved in thirty- 
nine cases and as these were fairly early cases of 
tuberculosis of the seminal tract, the result ob- 
tained by epididymectomy or castration were very 
poor. Keyes reported relapse in fifty-three out of 
eighty-seven cases. The last six years at the Mayo 
clinic, Hunt reports forty-two out of sixty-six cases 
having bilateral disease; (twenty-four were bilat- 
eral on admittance, sixteen unilateral operations 
elsewhere and two have since developed opposite 
epididymitis). Barney reported definite involve- 
ment of the prostate and seminal vesicles in seventy- 
six out of one hundred and one cases examined. 
Hunt reported fifteen out of sixty-six, and Young 
61 per cent bilateral seminal vesiculitis. Keyes 
states that every case carefully examined shawed 
some congestion of the internal genitals, which he 
thinks is always tubercular, hence believes that 
tubercular epididymitis is always an index of gen- 
eral T. B. of the genital organs. 

The various interpretations of digital examina- 
tions by different urologists offers a very unreliable 
basis for deciding the primary focus whether in the 
epididymis or in the upper genital organs, where 
practically all clinicians admit tuberculosis may be 
present, but impossible to detect, though the tu- 
bercular epididymis is definite. Also the autopsy 
records cannot offer complete proof because in the 
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vast majority of cases, by the time the patient dies, 
the genital tuberculosis is so extensive that its exact 
origin is entirely obscured. There are a few iso- 
lated cases reported in which only the epididymis, 
seminal vesicle or prostate were diseased, but the 
number is too small to draw conclusions from. 


Though but fifty-four radical operations have 
been published in the American literature, forty-four 
of these having been done through the perineum by 
Whiteside, Young and Quinby, one cannot help but 
be impressed by the consistency in these reports of 
the extensive involvement of the seminal vesicles 
and vasa. The inadequacy of epididymo-vasectomy 
in the majority of cases of seminal tuberculosis was 
particularly impressed on me a few years ago by 
following four successive cases from _ unilateral 
epididymitis, to bilateral, then to prostatic and blad- 
der symptoms, with perineal abscesses and fistulae 
in one and active pulmonary tuberculosis started 
in the other three. 

The early methods of dealing with the condi- 
tion was by complete castration. This procedure 
has been justly condemned, except when the testis 
is extensively diseased. A further step was taken 
by Barney and Cabot in removing most of the vas 
by making an additional small inguinal incision and 
pulling the vas up from the pelvis, leaving only the 
upper third of the vas. In 1918 Young presented 
a simplified technique for the entire excision of the 
seminal tract through scrotal and perineal prosta- 
tectomy incisions. In 1922 he reported fifteen 
cases, operated on during a period of seven years, 
“(in some of which the lungs were propably previ- 
ously involved, and in five of which one kidney was 
tuberculous) and in which only one patient died of 
tuberculosis a year later, and the others are ap- 
parently completely arrested, shows the effectiveness 
of this radical operation.” Quinby reported seven 
cases in 1918, which were followed for an average 
time of thirteen months and showed “an apparent 
return to complete health.”” None of his cases, how- 
ever, “showed signs of active tuberculosis elsewhere 
in the body.” In 1914 Whiteside reported twenty- 
two cases of radical operations which he had em- 
ployed in “only the old and apparently hopeless 
cases,” with a high mortality. In 1919 he reported 
more gratifying results “‘in several cases,” but ad- 
vised against radical operation in the presence of ac- 
tive pulmonary tuberculosis. 

It is admitted that all the tuberculous process is 
not removed by epididymectomy and as long as 
tuberculous diseased organs are left, as the vas, 
vesicles and prostate, we have not reached a satis- 
factory solution of our problem. This is further 
proven by Barney’s report on 113 cases operated on 
by epididymectomy and traced from one to twenty- 
five years in which 27 per cent died of tuberculosis. 
Of fifty-eight of these dying in the first six years, 
41 per cent died of tuberculosis. 

As Quinby states, “it may not be the opportunity 
of any of us to bring together an amount of opera- 
tive material sufficient for complete proof, never- 
theless, the continued efforts of many of us will 
bring the answer,” and to that end I am presenting 
my series of cases. 


Case 1. J. E. McK., age 33, American, San Fran- 
cisco Hospital. No. 54695. Aug. 20, 1921.. Complaint: 
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Swollen testicle. Post History: Gonorrhea 1908, chancre 
1918, dry cough for many years, constipation 2 years, 
“bleeding piles” for 6 years. Hard lump in right tes- 
ticle for 8 years with pain in groin. For past 6 months 
has had discharge from testicle. 

Present Illness—Right testicle swollen and painful, 
last few weeks sinuses discharging more. Examination: 
Thin man in distress. Aug. 26, 1921, chest exam. (Dr. 
W. R. P. Clark) slight old T. B. lesion right apex. 
No activity noted. Fleuroscopic negative. Heart and 
abdomen negative. Right epididymis enlarged, irregu- 
lar and hard with two small discharging sinuses; right 
testis also hard and nodular; right vas thickened and 
granular. Left testicle and vas norma!. Prostate granu- 
lar consistency, indurated toward base; both vesicles in- 
filtrated and enlarged. Cystoscopic examination Aug. 
23, 1921: Bladder wall and ureteral orifices appeared 
normal; ureters easily catheterized; urine from kidneys 
and bladder was clear, but G. P. reported positive Oct. 
14, 1921. Function normal. 

Diagnosis—T. B. epididymitis, 
titis and vesiculitis. 

Operation—Sept. 30, 1921. Nitrous oxide and oxygen- 
ether anesthetic. Double vesiculectomy; varumontanum 
was caseous and came away with vesicles, leaving a hole 
in the urethra allowing urine to escape; artial prosta- 
tectomy; right vasectomy; removed ampulla of left vas; 
right epididymectomy; resected right testis. Suprapubic 
cystotomy done because of opening in prostatic urethra. 

Pathology—Tuberculous right epididymitis, deferen- 
titis and vesiculitis also left seminal vesicle and left 
ampulla.—(F. E. Blaisdell.) 

Oct. 15, 1921, complained of pain in left testicle; 
examination showed small nodule size of pea in lower 
pole. Oct. 18, 1921, operation, left epididymectomy and 
vasectomy under local and gas and oxygen. 

Pathology—Tuberculosis lower pole epididymis and 
tuberculous deferentitis. (Further study of the left am- 
pulla removed at the first operation showed tuberculosis 
throughout the length removed through the perineum, 
though there was no clinical evidence at that time in the 
cord or testicle.) 

Nov. 18, 1921. He left the hospital against advice. 
Had been given tuberculin for a month previous and 
was in good condition, except for a slight discharging 
perineal sinus, which closed soon after. He was seen 
two months ago and stated he had been cystoscoped by 
Major Fox of the Letterman General Hospital and told 
there was no T. B. left, and that Guinea pigs inoculated 
with the urine were negative. He is perfectly well and 
gained from 105 to 125 pounds in weight. 


Case 2. D. P., Mexican, age 29. San Francisco Hos- 
pital No. 66878, May 4, 1923. 

Complaint—Swelling and pain in left testicle. 

Past History—Three gonorrheal infections, 10 years, 
3 years and 5 months previous. Cough with yellow 
expectoration and loss of twenty-five pounds in last year; 
shortness of breath for one year; hemoptysis twice six 
months ago. Night sweats for one month. 

Present Illness—Started with acute gonorrhea five 
months previous; apparently cured in one month; two 
months ago left testicle swelled; subsided in two weeks 
and returned to work; swelled again one week ago and 
is very painful. Examination—Emaciated; harsh and 
moist rales at apices and right base. Increased vocal 
fremitus. Fleuroscopic examination of chest: Broncho 
bilateral pulmonary T. B., both lungs (Dr. W. R. P. 
Clark); heart and abdomen negative; right epididymis 
and testis normal; left epididymis greatly enlarged, nodu- 
lar and fluctuant. Testis apparently normal; prostate 
showed hard nodule at left base; left vesicle greatly 
distended and fluctuant (three or four times normal 
size); right vesicular region and prostatic lobe felt 
normal to palpation. Urine negative, except for a few 
pus cells. Wasserman xxx. Sputum positive for T. B. 

Diagnosis— Chronic suppurative epididymitis and 
vesiculitis tubercular. Pulmonary tuberculosis. Syphilis. 

Operation May 10, 1923. Double vesiculectomy unde: 
spinal anaesthesia (Tropococaine 2 grains). Left vasec- 
tomy and epididymectomy, using a few cc. of 1 per cent 
Novocaine locally to finish. 

Pathological Report—Left seminal vesiculitis tuber- 
culous; right seminal vesicle, normal; left epididymitis, 


right; T. B. prosta- 
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Case 1.—Tuberculous Right Seminal Tract and Left 
on. and Ampulla. (Left Epididymis and Vas Clinically 
Normal.) 


tuberculous; left deferentitis, tuberculous—(Dr. F. E. 
Blaisdell.) 


June 15, 1923. Has improved and gained some weight. 


Perineal wound healed, but scrotal sinus draining. 
Transferred to T. B. Hospital. 
June 26, 1923. Bleeding freely from nose. Hemopty- 


sis at times, considerable cough. Pulmonary condition 
grew progressively worse and he died August 17, 1923, 
four months after operation. 


Case 3. 
23, 1923. 

Complaint—Swollen testicles. Past history: Occasional 
stomach attacks; gonorrhea 7 years previously. 

Present Illness—Started four or five months ago with 
frequency of urination; three months ago left testicle 
swelled; two months ago right one swelled. Slight 
pain. Examination: Impotent for several months. Sup- 
purative orchitis and epididymitis left testicle; right epi- 
didymitis with abscess; thickened and _ indurated 
vasa; left seminal vesicle thickened and sclerosed; right 
seminal vesicle thickened, larger but more fluctuant than 
left; prostate nodular. Cystoscopic Examination: Kid- 
neys catheterized and found apparently normal. Marked 
trigonitis and congestion of bladder mucosa over vesicu- 
lar regions; congested prostatic urethra. No evidence 
of active pulmonary lesion. Heart and abdomen nega- 
tive. 

Diagnosis—Left tubercular  orchitis, epididymitis, 
deferentitis, vesiculitis; right epididymitis, deferentitis, 
vesiculitis; tuberculous prostatitis and trigonitis. 

Operation—April 16, 1923, at St. Francis Hospital. 
Double vesiculectomy and partial prostatectomy; double 
vasectomy; left orchidectomy; right epididymectomy. 

Pathological Report—Tuberculous crchitis, epididymi- 
tis, vesiculitis and deferentitis—(Dr. F. E. Blaisdell.) 

Discharged from the hospital May 5, 1923, with a 
small perineal sinus discharging a little pus. Improved 
greatly in health and gained weight until “stomach” 
began to bother him four months later which was 
treated by his family doctor. Cystoscoped Sept. 20, 1923, 
and kidneys found normal. Operated on by Dr. J. F. 
Cowan for ruptured gall bladder Sept. 23, 1923, and died 
next day. No evidence seen at operation of tuberculosis 


L. P. Private case. Italian, Age 30, March 





Case 2.—Tuberculous Left Seminal Tract. 
nal Vesicle and Ampulla Normal.) 
Case 3.—Both Seminal Tracts Tuberculous Throughout. 


(Right Semi- 


of peritoneum or abdominal viscera as far as could be 
inspected. 

Pathological Report on Gall Bladder—Chronic Chole- 
cystitis with perforation. No evidence of tuberculosis in 
sections examined.—(Dr. F. E. Blaisdell.) 


Case 4. J. V. Private case, American, age 34. Stan- 
ford University Hospital Record 34703. Complaint: 
Abscess in left groin. 

Past History—Always well until one year previously, 
left testicle swelled without apparent cause. Castration 
done, but permanent sinus persisted, opening and closing 
at times with abscess formation. Examination: Small 
abscess in left inguinal region. Left testicle absent. 
Right testicle normal. Prostate and right vesicular re- 
gions normal. Left seminal vesicle and vas greatly 
thickened and indurated. Urine clear with few pus 
cells in centrifuged sediment. No acid-fact bacilli seen. 
No active pulmonary lesions. Heart and abdomen nega- 
tive. 

Diagnosis—Left T. B. vesiculitis and deferentitis. 
Treatment: Incised abscess and drained ten days. Nov. 
21, 1923: Left vesiculectomy and vasectomy through 


perineal and inguinal incisions. Dec 8, 1923, wound 
healed. 
Pathological Report—Chronic tuberculous vesiculitis 


and deferentitis—(Dr. F. E. Blaisdell.) 
This patient was seen one month ago, “feeling fine 
and gained twenty pounds since the operation.” 


Case 5. S. G., Greek, age 29. Private case of Dr. A. 
Roncovieri (Industrial Accident), Feb. 12, 1924. 

Complaint—Pain in right groin. 

Past History—Epididymectomy two years previously; 
questionable tuberculosis. 

Present History—Felt all right until an injury four 
months ago, followed by a hernia in the right side. Right 
inguinal herniotomy done three months ago. Six weeks 
ago right testis became inflamed, abscessed and was 
removed. Sinus in scrotum still draining. 

Examination—Tender hard mass in right inguinal re- 
gion, extending from upper part of scrotum into inguinal 
canal. Rectal examination shows the right seminal vesi- 
cle and vas markedly tender and infiltrated to the size 
of two fingers. Left testicle, cord, left seminal vesicle, 
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and prostate normal palpation. Cystoscopic Examination: 
Kidneys, bladder and urine normal. 

Diagnosis—Tuberculous, right deferentitis and right 
vesiculitis. 

Operation at Stanford University Hospital Feb. 14, 
1924. Right vasectomy and right vesiculectomy through 
inguinal and perineal prostatectomy incisions. 

Pathological Report—Tuberculous seminal vesiculitis 
and deferentitis—(Dr. F. E. Blaisdell.) 

March 6, 1924, Dismissed from hospital. 
1924, sinus healed. 

April 24, 1924, last examination. No evidence of in- 
volvement of left side. Patient gained weight and been 
working a month on a ranch. 


March 21, 


Considering the microscopical pathology, we find 
complete and total destruction of the entire intrinsic 
structure of the seminal vesicle and ampulla of the 
vas on the side of the epididymitis. The mid por- 
tion of the vas showed the least destruction, gen- 
erally a cellular infiltration with scattered giant 
cells and an occasional area of caseation. The lesion 
in the lower portion next to the epididymis was as 
extensive as the ampulla generally. The lower pole 
of the epididymis was the most frequently involved, 
showing generally complete destruction, while the 
upper and mid parts presented many normal areas. 


In case 1 the left epididymitis was certainly sec- 
ondary to the vesiculities and infection of the left 
ampulla as shown by the development of the epi- 
didymitis two weeks after the diseased vesicle and 
ampulla were removed, leaving the upper end of the 
vas still containing T. B. lesions. Also the first 
appearance of the infection in the lower pole is 
fairly conclusive evidence of the extension from the 
central organs by the lymphatics down the cord. 


In case 2 the left vesicular lesion was just as 
destructive as the epididymal, though the epididy- 
mitis was but two months old, also the upper and 
lower ends of the vas were extensively involved, 
while the upper pole of the epididymis showed nor- 
mal areas. His right seminal vesicle and ampulla 
were microscopically normal and even though he 
died of extensive pulmonary tuberculosis four 
months later, the right epididymis and vas re- 
mained normal, again showing the strong proba- 
bility of primary vesicular infection. 

Case 3 shows conclusively primary prostate and 
vesicular infection by the epididymitis being pre- 
ceded by a month or two of bladder neck symp- 
toms with normal kidneys before and after the 
perineal operation. 

Cases 4 and 5 prove that all cases of tuberculous 
deferentitis and vesiculitis do not abate on epididy- 
mectomy or castration, and speak conclusively for 
the early radical operation. 

Tuberculin was used for relatively short periods 
of time in the first three cases and was undoubtedly 
effective. Directions in general T. B. hygiene were 
given in all cases. Spinal and local anaesthesia 
worked very well in the second case and should be 
used in all cases of doubtful pulmonary conditions. 
Sterility should not enter the question of doing the 
radical operation, as practically all cases of tuber- 
culous epididymitis, whether unilateral or bilateral, 
are reported as sterile (another point showing the 
primary, or very early involvement of the vesicles 
or vasa). As to impotence, the first and third cases 
were so before the operation, while the fourth and 
’ fifth unilateral cases were not materially affected. 
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Case 
Deferentitis. 


5.—Tuberculous Right Seminal Vesiculitis and 


The first patient has recovered his sexual capacity to 
a satisfactory degree. Though too short a time has 
elapsed since the operations to draw conclusions as 
to recurrence of tuberculosis in them, certainly a 
more hopeful outlook is given them by the more 
complete removal of diseased organs. 


CONCLUSIONS 


The above case reports, operative findings, and 
pathological examinations indicate the probable 
primary tuberculous lesion of the seminal tract to be 
most often in the pelvic genital organs. 

The globus minor of the epididymis is generally 
next attacked. 


The only hope of radical cure or complete ar- 
restation of the disease is by the radical operation— 
that is, excision of the tuberculous seminal tract. 


A better educated examining finger will detect 
more involvement of the prostate and vesicles. 


If the patient with unilateral epididymitis is seen 
early enough there may be hope of removing the en- 
tire tuberculous tract while it is still limited to one 
side, and saving for him the opposite seminal tract. 


(I wish to express my appreciation of the kind 
assistance given me by Doctor F. E. Blaisdell in 
photographing the excised organs and in studying 
the pathology.) 

490 Post Street. 


DISCUSSION 


Martin Motony, M. D. (1054 Sutter Street, San 
Francisco)—Doctor Dillon is to be congratulated on 
bringing forward the question of the cure or arrest of 
genital tuberculosis by radical operation. This subject 
has been the cause of much discussion with production 
of numerous statistics. A correct knowledge of the dis- 
ease: How it originates and how it spreads, is the first 
essential to a successful attempt at extirpation. 

Tubercle bacilli do not always indicate their presence 
by the production of a tuberculous lesion: moreover trac- 
ing the paths taken by tuberculous infection when it has 
gained entrance into the body is especially difficult. 

To treat tuberculosis of the epididymis or any other 
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portion of the uro-genital tract ,as if it were a separate 
pathological entity would be entirely irrational. Tuber- 
culosis of the testicle is, in the great majority of cases, 
but an indication of disease in the uro-genital tract at 
large and showing a tendency to become generalized. 
Any separation of uro-genital tuberculosis into anatomical 
divisions is artificial and merely for convenience sake. 
Tuberculosis of the testicle or any portion of the uro- 
genital tract is almost always secondary to tuberculosis 
of the lungs or lymphatic glands and is rarely the sole 
manifestation of tuberculosis in the body. Tuberculosis 
of the epididymis is rarely the primary lesion in the uro- 
genital tract: Infection of the testicle takes place in 
tuberculosis as in gonorrhea by means of the cord and not 
by the blood stream. It is extremely rare to find tuber- 
culosis of the epididymis without finding some indication 
of disease of the prostate or vesicles. Prostatic tuber- 
culosis, on the contrary, is frequently found without any 
lesion in the testicle. 

Tuberculous disease of the testicle is analogous to 
acute infections extending to the urethra, tuberculous 
epididymitis has no analogy to the haemotogenous orchi- 
tis of mumps. The prostate, therefore, with its sur- 
rounding network of lymphatics, plays an extremely im- 
portant role in the development of tuberculosis of the 
testicle. It is the market square for distributing tuber- 
culosis to the seminal vesicles and testicle just as it 
distributes gonococcal and pyogenic infections. Post- 
mortem statistics and laboratory experiments show that 
such is the case. ‘Tuberculosis of the genitals is found 
very commonly associated with tuberculosis of the kidney. 
When nephrectomy is successfully performed in those 
cases of uni-lateral tuberculosis of the kidney, improve- 
ment in the genital disease invariably follows. Removal 
of the epididymis, prostate and vesicles is a severe opera- 
tion and may have serious consequences upon the general 
condition of a patient with tubercular disease. The 
field of operation is liable to be flooded with tubercle 
bacilli and we know instances where rapid tuberculosis 
followed operation resulting in the death of the patient. 

The removal of a tubercular tonsil in a case of renal 
tuberculosis produced an acute exacerbation of the renal 
disease and death followed. Radical operation on a 
rectal fistula produced an acute outbreak of tuberculosis 
of the lungs with death. Many instances can be cited 
where extension of the tuberculosis followed operative 
procedures. : 

Heroic operations for the removal of genital tuber- 
culosis have not given satisfactory results and have been 
abandoned by most surgeons. 

Genital tuberculosis is a comparatively mild form of 
tuberculosis and is not of itself dangerous to life. The 
chief danger is involvement of the urinary organs. Die- 
tetic, hygienic and tuberculin treatments are often suc- 
cessful. Surgery should be limited to drainage and 
treatment of abscesses and sinuses. 


R. L. Scnutz, M. D. (Story Building, Los Angeles)— 
Different tissues present different degrees of susceptibility 
and regeneration following infection with the. tubercle 
bacillus. 


We know that tuberculosis of the kidney is not 
arrested until complete destruction of the kidney has 
taken place. The ureter and bladder become involved 
secondarily and if the lesions have not become too ex- 
tensive, healing takes place after the source of infection 
in the kidney has been removed. The reactions to tu- 
berculosis differ in kidney on the one hand and in the 
ureter and bladder on the other. The kidney is com- 
posed of a soft, richly cellular epithelial tissue with 
comparatively little connective tissue, its resistance to 
tuberculous ulceration is practically nil. The ureter and 
bladder are composed chiefly of connective tissue in 
which the resistance to tubercle infection and tendency 
to repair is good. There is also a good tendency toward 
repair of tuberculosis in bony and lung tissue, if the 
lesion has not become too extensive and if the proper 
hygiene is followed. 

A similar condition exists in the genital tract. The 
seminal vesicle and epididymis have no resistance to 
tubercle infection. The vas seems to have better resis- 
tance, the lesions are not so extensive in the earlier stage. 
The vas seems to react something like the ureter in 
regard to tuberculosis. The relative proportion of epi- 
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thelial tissue in the seminal vesicles and epididymis is 
greater than in the vas or ureter. Perhaps it is because 
of this that these tissues are more susceptible. At any 
rate, we know that spontaneous healing of these organs 
does not occur without their complete destruction as in 
the kidney and there is greater probability of extension 
of the process to neighboring tissues. 

From this point of view, the principles upon which this 
operation is based are fundamentally correct and any 
procedure less than that cannot be expected to result in 
a cure. The radical operation removes those portions 
that are diseased and not capable of spontaneous healing. 
Thus it gives the other organs, whose resistance is bet- 
ter, a chance to recover. 

It is important to consider the general physical condi- 
tion of the patient, particularly with reference to tuber- 
culosis elsewhere, kidneys, lungs and bones. We should 
not be arbitrary, but by careful observation determine 
if the patient has sufficient vitality to recover after a 
radical operation or whether the progress is so rapid 
that recovery is not to be expected. I would consider the 
slowly progressive cases, otherwise in good physical con- 
dition, more suited for this operation, particularly where 
there is good tendency toward fibrosis of the tissues. 

If a patient’s general condition is such that he could 
not stand the radical operation, epididymectomy and 
implantation of the free end of the vas into the skin of 
the inguinal region so as to provide drainage might be 
tried. I have seen wonderful improvement in an other- 
wise hopeless case where the vas was drained for a 
long time. If the patient’s general condition can be 
en the radical operation can be done with greater 
safety. 


FLoyp F. Hatcu, M. D. (Deseret Bank Bldg., Salt 
Lake City, Utah)—It is my opinion that radical re- 
moval of large portions of the genital tract in cases of 
local tubercular infections of the tract is not wholly 
justifiable except in certain instances. The patients are 
often in poor physical condition, the operative mortality 
is high and statistics show that a reasonably large per- 
centage recover with operations of a palliative nature, 
when accompanied by proper general tuberculosis regime. 

As genital tuberculosis is frequently but a local mani- 
festation of a general tubercular infection, a remnant 
left in the genital tract does not of necessity do every 
patient positive harm; while a formidable operation may 
so reduce vitality as to make the patient an easy prey to 
generalized tuberculosis or a secondary infection. 

I consider the radical operation suitable only in cases 
where recovery does not follow persistent and conserva- 
tive medical and surgical treatment. 

Doctor Dillon’s carefully prepared data will add to 
the accumulating fund of reliable information and aid 
us in more clearly defining the justifiable attitude in 
treatment of tuberculosis of the genital tract. 


Doctor Dillon (closing)—I feel very grateful to Doc- 
tors Molony, Schulz and Hatch for their very able and 
valuable discussions which cover practically all the im- 
portant points on the treatment and management of 
seminal tuberculosis. It is quite true that genital tubercu- 
losis is a secondary infection, but in a large number 
of cases there are no demonstrable primary foci. If we 
can develop an operation which will completely remove 
the entire secondary genital focus, consisting of chronic 
abscesses of the vesicles in most cases, we can offer 
those patients a better chance for a complete cure of 
their primary focus and a longer lease of life, under 
proper anti-tubercular hygiene. 

The chief handicap to a more widespread use of the 
radical operation is the difficulty of the operative tech- 
nique. Perineal surgery is attended by a relatively low 
operative mortality record, and in trained hands opera- 
tive accidents are becoming rare, so that the surgeon is 
gaining more confidence in his ability to save and pro- 
long lives with a minimum risk of bad functional results. 








“The real master,” says J. E. Sweet in an interesting 
definition of research (Ohio Med. Jour.), is the man who 
has the proper balance between science and art, the 
man who really knows what constitutes medical research. 
Medical research is composed of only two things—a point 
of view and time to think.” 
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THE IMPORTANCE OF PROGNOSIS IN SOME 
ACUTE ABDOMINAL SURGICAL 
CONDITIONS * 


By R. E. Skeet, M. D., Los Angeles 


Prognosis under various forms of surgical treatment 
is of great importance to the patient and the surgeon, 
but of more importance to the patient is the prognosis if 
no operation is performed—avhat will be the outcome and 
what can he expect before a natural termination is ef- 
fected either by cure, permanent disability or death? 

The surgeon’s satisfaction over a technically accurate 
and perfectly completed operative manipulation is not 
likely to be shared by the patient’s friends or the public 
at large if the patient dies, and it behooves us always 
to look beyond the general diagnosis and its implication 
of an operation, to the question of prognosis in which it 
has well been said that experience is fallacious and 
judgment difficult. 

As prognosis depends upon a minute differential diag- 
nosis, anything which contributes to an accurate path- 
ological diagnosis contributes likewise to an accurate 
prognosis and here lies one of the drawbacks in the 
otherwise excellent movement known as hospital stand- 
ardization. It is unfortunate that some term other than 
“standard” was not devised to meet this hospital reform 
movement, for standardization means standing still on 
our present knowledge, the limitations of which we all 
acknowledge. 


T HE short paper which I have the honor of pre- 
senting to you is a plea for greater considera- 
tion of prognosis in certain acute surgical diseases, 
prognosis in this connection meaning the course and 
natural termination of the disease without treat- 
ment other than nature provides. 


Medical literature abounds in the consideration 
of disease processes under the headings of etiology, 
pathology, symptoms and diagnosis, prognosis and 
treatment. Hints or statements regarding progno- 
sis are often found under other headings, but when 
discussed separately writers frequently deal with 
prognosis as influenced by various forms of treat- 
ment, not the uninterfered with natural termination 
of the disease process. 


Prognosis under various forms of surgical treat- 
ment is of great importance to the patient and the 
surgeon, but of more importance to the patient is 
the prognosis if no operation is performed. What 
will be the outcome and what can he expect before 
a natural termination is effected either by cure, per- 
manent disability or death? Together with the prog- 
nosis under surgical treatment, this is what the pa- 
tient must know before he decides between letting 
nature take her course or submitting to operative 
procedures, for after all it is the patient who must 
decide, unless by specific request he passes to the sur- 
geon the responsibility of decision. In this connec- 
tion, one always recalls Kocher’s famous dictum 
when discussing the subject of “Gall-stones: Do 
They Belong to the Physician or the Surgeon?” 
Kocher’s answer was that they belonged to neither; 
they belonged to the patient, and if he chose to 
drink Carlsbad water and keep his gall-stones it was 
no one’s business but his own. 

It is axiomatic that no prognosis can be given 
until a diagnosis is made, but with present-day 
facilities a general diagnosis is almost always pos- 
sible, while prognosis tarries far in the rear because 


* Presented at the General Sessions of the C. M. A. at 
the Yosemite meeting, May, 1925. 
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a more minute pathological diagnosis is not at hand. 
Operative procedures are likely to be advised on 
the basis of this generul diagnosis alone, whereas, 
excepting only such conditions as carcinoma, intes- 
tinal strangulation and visceral perforation, they 
should be advised on the basis of the prognosis in 
the individual case, and in this connection it is in- 
teresting to observe that our advice is likely to be 
based on the absence rather than the presence of 
prognostic knowledge, as illustrated by the follow- 
ing examples: 


ACUTE APPENDICITIS 


Even in an audience composed of a distinguished 
aggregation of surgeons, how many know the prog- 
nosis of absolutely untreated appendicitis? A sur- 
geon of vast experience and more than local reputa- 
tion, in a personal conversation, made the positive 
assertion that every one of his operated patients with 
acute appendicitis would have died had they not been 
operated upon, that the conditions revealed when 
the abdomen was opened proved that a fatality was 
imminent and recovery impossible. When this man 
said to his patient with acute appendicitis that he 
must submit to operation or die, he was perfectly 
honest but profoundly mistaken. The opinion was 
in error, inasmuch as it was based solely on oper- 
ated patients, since he did a referred practice and 
never knew how many recovered spontaneously or 
under some form of expectant treatment. 


Twenty-five years ago I was proud of the fact 
that I had only a 15 per cent death rate in a fair 
series of operated patients with acute appendicitis, 
but this mortality was based on neglected, delayed 
cases; all, either with general peritonitis or localized 
abscess, which had not yet ruptured into the intes- 
tine. In other words, there was a salvaging of most 
of the 85 per cent instead of a loss of 15 per cent, 
but even some of these conceivably could have re- 
covered without operation. 


At this time I was much intrigued by acute ap- 
pendicitis, for the early operation was not favored 
by all surgeons and was decidedly opposed by most 
physicians, so I pounced with avidity upon a hospi- 
tal report issued by one of the smaller Vienna insti- 
tutions that accepted male patients only, and in 
which operation for acute appendicitis never was 
performed. I came upon this report by accident 
while browsing around the library of the old Kran- 
kenhaus, and it showed a mortality rate for acute 
appendicitis, unoperated, of exactly zero. Like many 
other things European, however, there had crept 
into these statistics a trifling sophistry, for there had 
been exactly fifteen deaths from acute peritonitis in 
men. Allowing that one or two of these were per- 
forating peptic ulcers, it seems rational to think that 
15 per cent might be a fair prognostic rate to put 
upon acute appendicitis, without operation, but even 
this seems extravagantly high when one considers 
the great number of patients reporting one, two, or 
three previous attacks of appendicitis from which 
they had recovered. As a matter of fact, we don’t 
know the spontaneous death rate of uninterfered 
with appendicitis, nor have we as yet any exact data 
to guide us in the individual case with which we 
may be confronted. In early cases, therefore, we 
advise operation, because of the practically uniform 
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recovery rate and our ignorance of what will hap- 
pen if operation is done. There are other weighty 
reasons, such as cutting short the period of pain and 
disability and the removal of the diseased organ, 
but, on the whole, if operation presented more 
deaths than a let-alone policy, the patient might be 
quite willing to suffer longer and carry his potential 
assassin in his abdomen. 


TUBAL PREGNANCY 


What is the prognosis of tubal pregnancy? How 
many surgeons ever have seen a death from tubal 
pregnancy if no operation was performed? I sup- 
pose that all coroner’s physicians in large cities have 
seen some instances, but I have not. 


Of course, we understand that an explanation 
is found in that even the most rabid anti-medical 
faddist relents at the last moment and calls medi- 
cal or surgical aid, so that operation is done on 
most patients before death ensues—but just how 
often would death ensue? That some die is cer- 
tain, but a prognosis, based on the old idea that a 
large vessel is bleeding and must be tied, else the 
patient will die, is entirely fallacious. That rupture 
of a tube at the uterine horn might cause sudden 
death from hemorrhage is conceivable, that tubal 
abortion would have the same result is equally in- 
conceivable and that death might follow repeated 
chorionic erosion through the tubal peritoneum, if 
the foetus lived, is quite possible. All patients with 
sudden hemorrahge into the closed abdomen suffer 
as much from peritoneal shock as from blood loss, 
just as patients with duodenal or gastric perfora- 
tion suffer shock from extravasation into the ab- 
dominal' cavity with no hemorrhage whatsoever. 

Again, one operates in tubal pregnancy because 
he is ignorant of the exact pathology in the indi- 
vidual case and, therefore, is in total darkness as 
to the prognosis. 

That the influence of prognostic information is 
of great importance and that we should arrive at 
the most definite possible knowledge in order to do 
satisfactory work, is revealed in the changed atti- 
tude regarding the treatment of acute pelvic inflam- 
mation. Under Lawson Tait’s teaching, an acute 
salpingitis meant that that tube must come out at 
once, and even my revered teacher, Joseph Price, 
held to this opinion to the last. 

With a clearer conception of the pathology of 
acute pelvic inflammation, we know that acute gon- 
orrheal salpingitis in the adult is without mortal- 
ity, but the operation therefor is sometimes fatal. 
Operations, therefore, is delayed to the cold stage, 
when it not only is safer but more conservative 
as regards the other pelvic organs which are but 
temporarily involved. 

Could we attain to the same degree of diagnostic 
differentiation in acute cholecystitis, acute appendi- 
citis and tubal pregnancy, that we have in acute 
salpingitis, some of these cases would be left to the 
cold stage and operated upon with more safety and 
greater satisfaction. 

In criticism of the foregoing, it can be said that 
it is elementary, which it certainly is, merely a 
primer of surgical philosophy. However, the rea- 
sons for presenting it seem to me. sufficiently good 
to justify a few moments’ time. 
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First. Just as the bulk of all obstetric work is 
done by the general practitioner instead of the ob- 
stetric specialist, so I am convinced the major part 
of all surgery is done by the general practitioner 
surgeon, and not the surgical specialist. 


If this be true, the occasional surgeon must oper- 
ate from the background of surgical authority as 
given in surgical literature, both textbook and peri- 
odical, and not upon the basis of his own knowledge 
acquired through research and extensive personal 
experience. 


When surgical authority says operate at once 
for intestinal strangulation or perforation of the 
stomach or duodenum, the advice is absolutely sound 
because the patient otherwise is doomed, and even 
the most imperfect operative procedure may save 
life. 

When the same authority says to do an immedi- 
ate cholecystectomy for acute cholecystitis, an ap- 
pendicectomy for acute appendicitis or salpingec- 
tomy for tubal pregnancy, his advice is sound only 
if the disease is in its incipiency or his advice is to 
the surgical specialists only, for pari passu with the 
incidence of complications the operative prognosis 
increases in gravity, whereas the disease prognosis 
remains exactly as it was at the outset. An urgent 
plea for early operation to be sure, but also a plea 
not to convert a possible natural recovery into an 
operative death. 


Second. The technique of the average operating- 
room personnel and the technique of the occasional 
operator is likely to be founded upon a prepon- 
derance of experience with chronic disease. This 
includes profound anesthesia followed by field prep- 
aration, pedantic manual and instrument! manipu- 
lation, meticulous asepsis and academic wound 
closure. 

Unless the surgeon can change the pace of him- 
self and his operating personnel, do his preparation 
before anesthesia, use local to shorten the time of 
general anesthesia if the latter is necessary, get into 
the abdomen, do only the absolutely necessary work, 
then get out with simple suturing methods, he has 
no right to operate upon these late cases. Acute 
cholecystitis may subside, large intraperitoneal ab- 
scesses due to appendicitis sometimes ruptures into 
the gut, the ovum dies or syncope stops the bleed- 
ing of many ectopics. Their prognosis untreated is 
not absolutely bad, but the prognosis of any of them 
after a formal deliberate operation, as for the dis- 
ease in its early stages, is inexpressibly fatal. 

The surgeon’s satisfaction over a technically ac- 
curate and perfectly completed operative manipula- 
tion is not likely to be shared by the patient’s 
friends or the public at large if the patient dies, 
and it behooves us always to look beyond the gen- 
eral diagnosis and its implication of an operation, 
to the question of prognosis, in which it has well 
been said that experience is fallacious and judgment 


difficult. 


Third. The profession of medicine and surgery 
is under assault by all the under-educated vicious 
systems of cultism and quackery in existence, and it 
behooves all writers on surgical subjects to be dis- 
creet in their utterances, which go to the entire pro- 
fession and often to the public, as well as the surgi- 
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cal specialist. It also behooves the individual who 
meets with a surgical condition to express himself 
clearly on the diagnosis and prognosis. After all, 
any profession will survive only as it meets with 
general public approval, and public opinion is based 
more largely upon the parallelism between the doc- 
tor’s prognosis and the actual outcome than any 
other one factor. 

As prognosis depends upon a minute differential 
diagnosis, anything which contributes to an accurate 
pathological diagnosis contributes, likewise, to an ac- 
curate prognosis, and here lies one of the drawbacks 
in the otherwise excellent movement known as hos- 
pital standardization. It is unfortunate that some 
term other than “standard” was not devised to meet 
this hospital reform movement, for standardization 
means standing still with our present knowledge, the 
limitation of which we all acknowledge. 

It is unfortunate, too, that in accordance with the 
plan of this standardization, that man whose pre 
and post-operative diagnoses most frequently agree 
should be regarded as the most competent, because 
in the diagnosis of abdominal disease this tends to 
the use of those all inclusive terms “acute abdo- 
men,” a philological monstrosity, and “pelvic” or 
“abdominal tumor,” so that the poor diagnostician 
can cover his lack of knowledge, while the man 
who says perforated duodenal ulcer and finds a per- 
forated gall-bladder is presumed to have made a 
mistake. In this respect the present method of 
handling standardization puts a premium on the 
sloppy diagnostician which must be obviated sooner 
or later by insistence upon an accurate pathological 
diagnosis, but meantime prognosis suffers, and as 
prognosis suffers so does our standing in the com- 
monwealth. 

2007 Wilshire Boulevard. 


FACTORS INFLUENCING THE MORBIDITY 
AND MORTALITY OF EXOPHTHALMIC 
GOITER 


By Joun Hunt SHEPHARD, M. D., San Jose 


I wish to plead for a more careful classification of 
thyroid enlargements; to divide them into their pathologi- 
cal and also their clinical groups. To diagnose hyper- 
thyroidism before exophthalmos and cardiac degenera- 
tion appear. For the present, to operate early. To 
carefully supervise the post-operative life of these pa- 
tients, and, for the rank and file of us, to follow the 
paths proven to lead to the best results, leaving for 
those especially qualified and equipped the privilege and 
responsibility of experimenting with new methods. 

I, unhesitatingly, state that I look forward to the time 
when thyroidectomy will not be the treatment for this 
disease as it is irrational to destroy a portion of any fac- 
tory in order to curtail its output, but in the light of our 
present knowledge greater success is obtained by a prop- 
erly performed thyroidectomy than by any other treat- 
ment. 

Discusseo by C. A. Dukes, Oakland; J. H. Pettis, 
Fresno; C. G. Tolande Los Angeles; Vinton A. Muller, 
Reno, Nevada, and J. Wallace, Salt Lake City, Utah. 


ALTHOUGH the literature is surcharged with 
reports on the morbidity and mortality of 
goiter, it is characterized by a paucity of definite 
information. The great majority of the reports are 
markedly lacking in a careful differentiation of the 
various types of thyroid enlargement, the duration 
of symptoms, and the degree of intoxication. In 
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studying these reports, one cannot help but feel that 
some have been diluted, so to speak, by combining 
the non-toxic group which have a very low mor- 
tality, with the toxic group which carry a high per- 
centage of unfavorable results. In 1923, Pember- 
ton published a most carefully classified report of 
1296 patients operated upon for goiter in 1922. Of 
these 1296 patients, 633 had exophthalmic goiter. 
There was performed upon these 633 patients 1093 
operations, with eleven deaths, a mortality rate per 
operation of 1.01 per cent, and per patient of 1.73 
per cent. Six of the eleven deaths followed what 
might be called preliminary surgical treatment, i. e., 
ligation of the thyroid vessels and hot water and 
novacain injections. That it was considered neces- 
sary to perform 1093 operations on 633 patients, is 
evidence of the large number of highly toxic pa- 
tients in this group. During the same period, 663 
patients with non-toxic adenomata were operated 
upon with one death, a mortality rate of 0.15 per 
cent. If the two classes are combined, we find 
twelve deaths in 1296 patients, a mortality rate of 
.93 per cent, a figure which looks well in print, but 
which would be without meaning. This report of 
Pemberton’s gives us a standard for comparison, 
and if his mortality rates are to be lowered it will 
be accomplished in the pre-operative and post-opera- 
tive care and consideration given goiter patients. 
It seems proper to ask why was it necessary to 
perform 1093 operations on 633 exophthalmic goiter 
patients? I believe the answer is, late diagnosis 
and later, submission to operation. In the early 
stage of Graves’ disease the patient’s ability to with- 
stand surgical intervention is on a par with the 
patient having a non-toxic adenoma, and if we are 
to improve our results we must learn to recognize 
the disease before all the classical signs, as exoph- 
thalmos, tremor, tachycardia, and thyroid enlarge- 
ment make their appearance. Exophthalmos rarely 
appears earlier than three months after definite dis- 
turbance of health, and in approximately 20 per 
cent of the patients never appears. Enlargement of 
the thyroid may be so slight as to easily escape detec- 
tion, the characteristic tremor may be late in appear- 
ing or may be modified by some concomitant dis- 
ease, and tachycardia may not be pronounced in 
patients with a B. M. R. as high as a plus 30. 
If we consider exophthalmic goiter as an acute in- 
toxication, exerting its chief influence upon the 
energy production of the individual cells of the 
body, we will be able to make an earlier diagnosis, 
and the extreme picture of Graves’ disease will be- 
come as rare as an appendiceal abscess. The first 
symptom of this intoxication is cerebral stimulation. 
The patient becomes more mentally alert; bodily 
movements quicken, and the daily capacity for work 
is often actually increased. This is soon followed by 
vaso-motor disturbance of the skin expressed by in- 
creased bodily warmth, perspiration and flushing, 
the result of an increasing radiation to compensate 
for the increased heat production. Tremor follows 
and the cerebral stimulation passeg on to mental 
irritability. At this time the patient and her friends 
notice that she is nervous, and medical advice is 
usually sought. The blood pressures will show a 
little widening and, together with a slight or moder- 
ate acceleration of the pulse rate, indicates an in- 
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crease in the per minute output of the heart, made 
necessary to accommodate the increased cell metabo- 
lism which, in turn, is reflected in an increase in 
the B. M. R. Later, tachycardia, doss of strength 
and weight, in the face of a normal or increased 
food consumption, and cardiac insufficiency, as evi- 
denced by exertion dyspnea follows in rapid suc- 
cession, while bilateral exophthalmos adds its final 
touches to the picture. 

The conception that exophthalmic goiter is an in- 
toxication should be definitely impressed upon those 
responsible for the patient’s welfare. The patient 
herself is irresponsible. She needs daily reassurance 
and positive firm opinions. Left to herself she wan- 
ders from one doctor to another, while the thyroid 
intoxication continues to increase and produce irrep- 
arable changes in vital organs. No matter what 
form of treatment is instituted, confinement to bed 
is essential, as by so doing the heart is relieved of 
that extra work required by activity over rest. The 
too prevalent custom of office-treating these patients 
cannot be too strongly condemned. 

In the determination of their B. M. R., the load 
which these patients are carrying is weighed with 
the same degree of accuracy that we weigh a load 
of coal. But the size of the load is not the only 
factor to be considered. We must determine the 
ease with which the patient is carrying her load. 
An overload of 30 per cent may mean more to one 
patient than a 60 per cent does to another. It is 
essential to know the approximate date of the onset 
of symptom; whether or not there have been pre- 
vious periods of marked hyperthyroidism, and of 
particular importance as to whether or not the in- 
toxication is on the increase or receding. The car- 
diac reserve, which practically means the patient’s 
ability to carry her load, plus the additional strain 
of any operative procedure, can best be judged by a 
study of the relationship existing between the pulse 
rate, the pulse pressure, and the B. M. R. A rela- 
tively low pulse rate with a relatively high pulse 
pressure and a given B. M. R. speaks for a better 
cardiac reserve than a relatively high pulse rate 
and relatively low pulse pressure with the same 
B. M. R. In the first instance the heart is accom- 
plishing its task of furnishing an increased per- 
minute output by increasing the output of each beat, 
while in the second instance it is maintaining the 
increased per-minute output by increasing the num- 
ber of beats per minute. 

Next to the cardiac reserve the nervous stability 
of the individual is of prime importance. Apart 
from the restlessness, irritability and spasmodic cry- 
ing, the variation in the pulse rate during the daily 
visitation deserves careful consideration. I< is inter- 
esting and enlightening to use a pulse-computing 
watch, and note the variation in the pulse rate taken 
without, and then with the patient’s knowledge 
that her pulse is being counted. Frequently, a varia- 
tion of twenty to forty beats is noted, and when- 
ever the variation under this test is over twenty 
beats, the patient is a poor risk for any extensive 
operative interference. 

Since these patients are producing an excessive 
amount of heat they require an increased amount 
of water, and attention should be given the daily 
total output of urine and sufficient fluids adminis- 
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tered to maintain an approximately normal amount. 
To accomplish this may require the intake of three 
to four quarts of fluids daily. If the patient can or 
will not take that amount, then normal salt solu- 
tion should be given per rectum. 

Kendall and his co-workers were able to pro- 
duce a modification of thyroxin, which contained but 
two iodine radicles; thyroxin proper contains three. 
The physiological effect of this compound was 
markedly different from the true thyroxin. This 
experimental work supported a belief which Plum- 
mer had held for some time, i. e.: That in exoph- 
thalmic goiter there is not only an increase in the 
quantity, but also a change in the quality of the 
thyroid hormone, and in March of 1922 he began 
administering iodine in the form of Lugol’s solu- 
tion to his exophthalmic goiter patients. No single 
discovery has been so valuable in the pre-operative 
treatment of this disease. Patients in an acute thyro- 
toxic crisis, unable to retain anything in their stom- 
ach will, after three to six doses of 40 min. of 
Lugol’s solution per rectum, retain nourishment. 
Its effect upon the B. M. R. is marked. When 
given in 10 min. doses three times daily for ten 
days the B. M. R. will drop 15 to 40 points, and 
the patient’s condition correspondingly improves. 
Under the routine use of this drug the necessity for 
preliminary ligations is reduced over half. Also 
under its use the vascularity of the gland is greatly 
diminished, its friability decreased, and a thyroidec- 
tomy made much easier. 

The operative technique is so well standardized 
that the only question that arises is, will the patient 
stand a primary thyroidectomy, or shall some pre- 
liminary surgical procedure be employed? Upon 
the proper decision of this question rests the sur- 
geon’s mortality rate, and experience in evaluating 
the patient’s cardiac and nervous reserve is essential 
for a correct answer. Doubt will often arise in the 
mind of the most experienced, and under such cir- 
cumstance it is safest to employ the next less severe 
procedure. If doubtful as to the patient’s ability to 
withstand the strain of a thyroidectomy, ligate a 
superior vessel; if only a mild or no reaction fol- 
lows, then a thyroidectomy is safe a week later; if 
a severe reaction follows the ligation, then a week 
later do another ligation; and if a severe reaction 
follows the second, wait six to eight weeks before 
performing the thyroidectomy. Death following a 
thyroidectomy performed eight weeks following a 
double ligation is very rare. 

The post-operative care and supervision of these 
patients is too frequently delegated to the other 
fellow. Immediately after returning the patient to 
bed from the operating-room she should be given 
a hypodermic injection of morphine, the dose de- 
pending upon the size of the patient, and as soon as 
she is quiet enough to permit proctolysis of 10 per 
cent glucose in a 5 per cent sodii bicarbonate solu- 
tion should be started and continued until enough 
water is being taken per mouth to hold the urinary 
secretion up to normal. If for any reason procto- 
lysis is not possible, then hypodermoclysis should be 
resorted to and never lose sight of the fact that 
these patients are burning at an abnormal rate, and 
water is as essential to them as it is to a racing 
automobile. During the first twenty-four to forty- 
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eight hours a small dose of morphine every six hours 
or oftener permits rest obtained in no other way, 
As soon as, the stomach will tolerate the drug, 
Lugol’s solution should be started and continued 
for three to four weeks. Metabolic studies show 
that within the first eighteen days the B. M. R. 
drops a little over one-half of what it was immedi- 
ately before thyroidectomy. From this period the 
drop is slower and often the normal rate is not 
reached for three to six months. It must be remem- 
bered that the cells of these patients have been sub- 
mitted to a heavy task, and six months should be 
allowed for their convalescence and no patient dis- 
charged as cured until their B. M. R. has returned 
to normal. The necessity for this prolonged post- 
operative rest and study is best explained to the 
patient and her family before any operative proce- 
dure is undertaken, otherwise they often feel that 
the surgeon has failed to accomplish what he ex- 
pected and is trying to complete his work with 
medical treatment which might have been successful 
without surgery. We have even gone so far along 
this line as to refuse to operate until exacting a defi- 
nite promise from the husband that he will provide 
competent help for his wife for at least six months. 
Some improve more rapidly if sent from home, 
while others are favorably influenced by home sur- 
roundings. Careful supervision of the post-operative 
life is essential if we are to secure the maximum 
results. Some have criticized us, arguing that since 
we ask so much medical support for our surgical 
work in obtaining a cure from exophthalmic goiter 
that surgery should not be a part of the treatment. 
I unhesitatingly state that I look forward to the 
time when thyroidectomy will not be the treatment 
for this disease, as it is irrational to destroy a por- 
tion of any factory in order to curtail its output, 
but in the light of our present knowledge greater 
success is obtained by a properly performed thy- 
roidectomy than by any other treatment. 

In conclusion, I wish to plead for a more careful 
classification of thyroid enlargements; to divide 
them into their pathological and also their clinical 
groups. To diagnose hyperthyroidism before exoph- 
thalmos and cardiac degeneration appear. For the 
present, to operate early. To carefully supervise 
the post-operative life of these patients, and for the 
rank and file of us to follow the paths proven to 
lead to the best results, leaving for those especially 
qualified and equipped the privilege and responsi- 
bility of experimenting with new methods. 

Twohy Building. 


DISCUSSION 


C. A. Dukes, M. D. (Central Bank Building, Oakland) 
—To discuss a well prepared paper, to the facts of 
which we thoroughly agree, reminds me of the radio and 
its amplifications. Possibly, I can take some of the low 
tones of this paper and amplify them so that the em- 
phasis would create a greater appreciation of the facts. 
The systematic manner in which Doctor Shepard has 
provided his argument of the factors involved, “The 
morbidity and mortality of exophthalmic goiter,” im- 
presses me as rational. 

1. Education of the patient. It seems to me that too 
little attention is paid to the prevention of goiter. The 
young girl, and for that matter, the young man, should 
be taught to appreciate some of the consequences of the 
thyroid gland. 


2. Shepard accentuates the importance of the relation- 
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ship between the physician and the surgeon. The pre- 
operative and post-operative treatment should be a close 
alliance of the physician and surgeon. Many, who have 
made an extensive study of the surgery of goiter, have 
called our attention to the necessity of a close study of the 
nervous economy and of the heart, and have pointed out 
to us how essential it is that the various steps should be 
carefully observed in the various types of goiter, par- 
ticularly exophthalmic goiter, early and late. I have been 
particularly impressed with the details of Crile’s method 
of safeguarding the heart and his particular care of the 
nervous economy. The infinite details which he gives 
to prevent shock are certainly all important influences in 
the morbidity and mortality of exophthalmic goiter. I 
particularly approve of post-operative supervision, the 
use of proctolysis, of glucose and soda and opiate; also, 
of the use of Lugol’s solutions. Necessarily, the labora- 
tory study, pre-operative, should be carefully observed. 

Although I cannot be as hopeful of entire elimination 
of thyroidectomy as the author of this paper, I do be- 
lieve that the long continued post-operative observation 
should be carried out by a physician who takes a par- 
ticular interest in helping the surgeon cure this trouble- 
some disease. 


J. H. Periis, M. D. (Mattei Building, Fresno)—Doctor 
Shepard has so well summed up the toxic goiter question 
as we see it today and his views so nearly coincide with 
my own that I shall confine my brief discussion to on or 
two points which seem to me to be important. 

Many of the mild hyperthyroid patients, with only a 
moderate increase in the metabolic rate, are found to 
have foci of infection, such as apical abscesses, infected 
tonsils. A considerable number of them are very definitely 
improved by the removal of these foci and I am con- 
vinced that not a few of them are permanently relieved 
of their symptoms by such treatment. Those patients who 
show only temporary improvement will come to operation 
in better condition for having had these foci eliminated. 

In the severe thyrotoxic patient, partial removal of 
the gland is the only certain means of permanent im- 
provement. I have seen a number of such who were 
markedly relieved by radium and x-ray. This improve- 
ment has been temporary. As a means of preparation 
for surgery, radium and x-ray treatment are comparable 
in value to polar ligation, but have the disadvantage that 
they increase the operative difficulties. Too, polar liga- 
tion, by the amount of reaction produced, gives us a 
fairly accurate index to the patient’s ability to withstand 
lobectomy. By carefully following out the pre and post 
operative procedures so fully outlined by Shepard, many 
patients with beginning cardiac failure and even those 
with permanent irregularities can usually be carried 
through a skilfully performed lobectomy under local or 
gas oxygen anesthesia. 


CLARENCE G. ToLanp, M. D. (523 West Sixth Street, 
Los Angeles)—Doctor Shephard’s paper is one of great 
interest, both from the standpoint of the state in which 
we find our exophthalmic goiter patients and how we 
may reduce the mortality. 

We believe that all cases of exophthalmic goiter are 
surgical at the present time, but they should be thoroughly 
studied before the time is set for the operation. Some 
of the patients may be ready in a very short time, while 
others will have to be under observation and carefully 
treated for many weeks before any type of operation may 
be safe. 

We have had a great deal of satisfaction from the 
use of Lugol’s solution as a preliminary treatment when 
associated with rest in bed, plenty of good food, and the 
elimination of coffee and tea. Lastly, these patients 
should be removed from the home surroundings and 
placed in the hospital where the operation is to be done. 

Pemberton says, “There are three main factors that 
have helped to lower the operative mortality. 

1. Pre-operative management; 2. Improvement in sur- 
gical technic; 3. The patients with exophthalmic goiter, 
coming to operation earlier, before visceral degeneration 
changes have taken place.” 

He further states, “Since the use of Lugol’s solution 
as a preliminary treatment the number of primary liga- 
tions has been reduced 75 per cent.” 

There has been no great change in the operative tech- 
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nic. However, he believes that the surgeon has come to 
a better realization of the importance of nerve injuries, 
for instance, 95 per cent of the post-operative obstructive 
dyspneas are due to injuries of the recurrent laryngeal, 
while formerly we believed an injury to this nerve re- 
sulted in only cord paralysis. 

He further states, “Since January, 1924, the operative 
mortality rate of exophthalmic goiter is 0.66 per cent. 
This is proof that iodin in the pre-operative treatment of 
exophthalmic goiter is of real value.” lIodin treatment 
probably will not cure these cases without operation, 
however, we must remember there are a number of cases 
before the iodin period who recovered spontaneously. 

We believe that some physiologic-chemist, who is as- 
sociated with a physician, who understands exophthalmic 
goiter clinically, will give to the world some knowledge 
that will cure exophthalmic goiter without surgery. As 
we all know, there must be some sudden chemical change 
about which we know nothing, that we believe some day 
will be demonstrated to us. 


Vinton A. Mutter, M. D. (Gray-Reid Building, Reno, 
Nevada)—Doctor Shephard covers the subject of Grave’s 
disease in such an ideal manner in his paper and his 
views coincide to such an extent with my own, that in 
my discussion I shall simply attempt to elaborate on a 
few of the points brought out. In the beginning of his 
article, Shephard speaks of the need of careful differentia- 
tion of the various types of thyroid enlargement. Prob- 
ably the most confusing type is adolescent goiter as- 
sociated with tachycardia and increased nervousness with 
symmetrical swelling of the neck, especially if it is of the 
vasomotor type with thrills and bruits. The all-important 
factor of differentiation of this condition lies in the basal 
metabolic rate which is always increased in active 
Grave's disease, but is not increased and frequently may 
be below normal in the adolescent goiter herein men- 
tioned. Adenoma, associated with hyperthyroidism, may 
be confusing at times, but should not be if one considers 
its nodular appearance, asymmetry, and the history of 
long-standing goiter with symptoms of hyperthyroidism 
appearing years after the first appearance of the goiter. 
These adenomas more definitely affect the cardio vascular 
system; they cause higher blood pressures, both systolic 
and diastolic, than are seen in Grave’s disease. They 
leave one with definite hypertension. The basal meta- 
bolic rate is, as a rule, not as high in an adenoma as- 
sociated with hyperthyroidism as it is in exophthalmic 
goiter. 


I wish to emphasize how rapidly the beneficial influ- 
ence of Lugol’s solution passes upon withdrawal of the 
drug. When the maximum effect is obtained from its 
use, namely in about eight or ten days, and a ligation 
done at this time, abrupt withdrawal of the Lugol’s 
solution after the ligation may precipitate a very severe 
reaction, whereupon the patient may not react to the sec- 
ond administration of the drug as quickly or as satis- 
factorily as she did primarily. ‘Therefore, this drug 
should be continued after ligation or thyroidectomy, as 
before, and withdrawal effected gradually. 

When ligating a superior vessel, it is not only impor- 
tant to identify the vessel, but one should include in the 
ligature a portion of the superior pole, as in this way, 
the sympathetic fibers entering the gland with the superior 
vessels are included. The reason for this is that the 
thyroid gland receives stimulation through these fibers. 


In doing thyroidectomy it is important to thoroughly 
wash the field of operation with about 500 cc. of warm 
Ringer’s solution before closing; this cleanses the wound 
of blood clots, debris, etc., and thereby relieves the pa- 
tient of a certain amount of post-operative temperature 
and intoxication from absorption. These wounds do best 
if not drained. Four grammes of sodium bromide in 
starch water per rectum before awakening is of. value 
in quieting the patient. 

Lastly, I agree with Doctor Dukes that I can not be as 
hopeful as Doctor Shephard in the belief that thyroidec- 
tomy will eventually be entirely superceded by other 
treatment. Doctor Judd has quite recently reported 64 
per cent of cures in 90 out of 100 operated cases of 
Grave’s disease with 13 per cent markedly improved, and 
5 per cent slightly improved after six years’ itme. Fifteen 
per cent of the series had died from various causes. 
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J. Watvace, M. D. (Utah State Board of Health, Salt 
Lake City)—Doctor Shephard has succeeded in enum- 
erating and emphasizing some very important factors in 
the morbidity and mortality of exophthalmic goiter, and 
in my opinion the views expressed by him are very much 
in accord with the now generally accepted thought re- 
garding exophthalmic goiter. The value of educating 
the people, especially in goitrous areas, as to the means 
of preventing goiter and the necessity of seeking the 
best medical advice early, in the case of goiters that 
are becoming toxic, cannot be over-emphasized. An early 
diagnosis in these patients is just as important as the 
early diagnosis of a “lump” suspected of being can- 
cerous. The early rest and freedom from worry Shep- 
hard insists on are also indispensable. The proper classi- 
fication of the patient, not only as to her quantitative 
condition, but also as to qualitative, is highly important, 
for more and more, whatever may be the determining 
factor in producing exophthalmic goiter, we are coming 
to regard it as the outcome of what Worthin of Ann 
Arbor calls “an abnormal constitution.” The patient must 
be studied not merely as one of a class, but as an in- 
dividual. And it is Crile’s pre-operative study of each 
patient, as well as his operative skill and technique, that 
has won him success in dealing with these toxic condi- 
tions. It is the duty of a surgeon to see that every other 
available helpful agency is used for these patients as 
well as the knife. 

The unquestionable favorable results obtained in many 
places from the use of Lugol’s solution as a part of the 
pre-operative treatment not only warrants its use for 
this purpose, but suggests that all goiters, whether simple 
or toxic, may start from a common cause, the one taking 
on the form of a deficiency, the other of a superfluity; a 
suggestion that receives further support from the fact 
that wherever in the country most simple goiter is found, 
there also we find most exophthalmic. 

Many physicians will not agree that all patients show- 
ing signs of toxicity are subjects for operation, because 
some patients have recovered without operation. Over 
against this, there is to be balanced the injustice that 
may be done the patient by delay when ultimately opera- 
tive interference may be necessary. If, however, pa- 
tients could be seen by their physicians when the very 
first symptoms of toxicity that Shephard enumerated ap- 
pear, his hopes for the abolition of thyroidectomy may be 
largely, if not wholly, fulfilled. 


SOME PATHOLOGICAL CONDITIONS 
OF THE TONGUE * 


By Howarp Morrow, M.D., San Francisco, AND 
LAURENCE Taussic, M.D., San Francisco 


Leukoplakia; 
syphilis. 
Discussion by Albert M. Meads, Oakland; Bertram 


Stone, San Francisco; Harry E. Alderson, San Francisco; 
Laurence Taussig. 


cancer of the tongue; tuberculosis; 


NE of the most common lesions of the tongue, 
and perhaps one of the least understood, is leu- 
koplakia. This disease manifests itself clinically as 
a white patch of greater or less extent on the sur- 
face of the tongue or on the other mucous mem- 
branes of the mouth. It is accompanied by a thick- 
ening, varying from a scarcely perceptible elevation 
to a considerable warty excrescence. These lesions 
are of particular interest on account of the likeli- 
hood of malignant changes occurring if they are 
allowed to remain or are irritated by improper 
treatment. 
Based on their clinical course, there are, in gen- 
eral, two types of leukoplakia. The one is relatively 
transitory and tends to clear rapidly without other 


treatment than a mild mouth wash plus the re- 


*From the Department of Dermatology, University of 
California Medical School. 
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moval of the apparent cause. The other, similar in 
appearance and pathology, requires destructive ther- 
apy. Both types are usually the result of some sort 
of oft-repeated trauma, such as that produced by 
smoking or by the presence of a rough tooth, or they 
may be due to syphilis. It was formerly thought by 
most authorities that leukoplakia was practically 
always due to lues. This is generally conceded at 
the present time to be untrue. However, it is prob- 
ably true that a syphilitic who smokes is more apt to 
develop these plaques than a non-syphilitic smoker, 
or than a syphilitic who does not smoke. Ragged 
teeth and ill-fitting plates occupy the same position 
as smoking as producers of chronic trauma of the 
buccal mucosa. 

When a patient presents himself with leuko- 
plakia, the first question asked is whether he smokes 
or not. It is well to note that if a person is sus- 
ceptible to the formation of leukoplakia, a relatively 
mild tobacco habit may produce the needed trauma 
for the development of these plaques. If the patient 
smokes, he is urged to stop it entirely. The next 
point investigated is the condition of the teeth or 
plate. Here the services of a competent dentist are 
invaluable, though it is advisable to explain the 
type of examination and treatment desired. Finally, 
syphilis must be considered as an etiologic factor in 
every case. There is nothing about the appearance 
of the disease itself to suggest lues more in one case 
than in another, unless mucous patches, bald patches 
or scars are also present. A positive blood Wasser- 
mann reaction is helpful, but a negative report does 
not rule out lues. A history of a primary sore or of 
suspicious late symptoms may be obtained to help 
us. If there is any reason to suspect lues, anti-luetic 
medication should be given as a therapeutic test. In 
the very superficial leukoplakia a mouth wash of 
hyposulphite of soda solution may prove curative, 
particularly when combined with discontinuance of 
smoking or the removal of a bad tooth. In the mod- 
erately thickened type occurring in small localized 
areas, painting with supersaturated solutions of tri- 
chloracetic acid at frequent intervals often clears 
the lesions. In the very thick or very extensive 
lesions, destructive measures alone are successful. 
Either radium, the actual cautery or some type of 
electrical destruction must be used. Of these, 
radium has proven most successful in our hands. 
Following any of these forms of treatment, how- 
ever, the lesions may recur and may require repeated 
treatment. 

The pathology of leukoplakia is similar to that of 
seborrheic or senile keratosis, namely, a hyperkera- 
tosis with acanthosis, a thickening of the rete pegs, 
and a round cell infiltration. A certain amount of 
fibrosis may be present. 

Carcinoma of the tongue is one of the more com- 
mon forms of malignancy, and it is of interest on 
account of the varieties that occur and because of 
the frequent difficulty in making a diagnosis. Many 
still believe that the removal of a piece of any 
growth for microscopical examination is dangerous. 
We have agreed for some time, with the growing 
minority, that in these cases a biopsy never causes 
trouble, providing it is taken from the central por- 
tion of the growth, rather than from the border, and 
providing the least possible trauma is produced. 
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Nevertheless, we have hesitated to remove a speci- 
men except when there was a doubt as to the diag- 
nosis. Carcinoma of the tongue often arises on an 
old leukoplakia, on a luetic glossitis, or on a gumma 
of long standing. A pre-cancerous lesion does not 
always occur, however. In general, there are two 
clinical types of tongue cancer. The one is indu- 
rated and infiltrating, usually grows rapidly, metas- 
tasizes early and is resistant to therapy, though occa- 
sionally cured by radical surgery or by efficient 
radium treatment. The other is papillomatous, 
slow-growing, late in metastasizing, and is fre- 
quently curable by surgery, radium, or the actual 
cautery. The latter type, unfortunately, is far less 
frequent than the first. Pathologically, the indurat- 
ing type is almost invariably a squamous-celled epi- 
thelioma, presenting the typical prickle cells invad- 
ing the structure of the mucous membrane; usually, 
however, showing less pearl formation than is ordi- 
narily seen in squamous-celled carcinoma of the 
glabrous skin or of the lip. The papillomatous car- 
cinoma of the tongue is microscopically similar to 
a benign papilloma at the outer portions, the cells 
being arranged in regular finger-like formation, 
with few or no mitoses and little variation in the 
size and shape of the nuclei. Sooner or later, how- 
ever, these papillomatous tumors invade the sub- 
mucous tissue of the tongue, and the growth loses 
its relatively benign character. Clinically, the papil- 
lomatous carcinoma is readily recognized. It may 
infrequently be associated with leukoplakia. In rec- 
ognizing the indurating type, it is necessary to dif- 
ferentiate it from a gumma and from a tuberculous 
ulcer. An ulcerating gumma of the tongue of long 
standing occasionally shows malignant changes, and 
this increases the difficulty of making a differential 
diagnosis. It sometimes happens that a patient pre- 
sents an apparently typical long-standing syphilis of 
the tongue. His blood Wassermann is positive, and 
anti-luetic therapy causes marked improvement at 
once. However, further treatment results in less 
benefit, and we find that a carcinoma remains. 
Probably the most satisfactory procedure would be 
to take a specimen of the growth in every case, as 
well as a Wassermann or therapeutic test. It is well 
to remember that a negative pathological examina- 
tion is not necessarily conclusive. It happens now 
and then that the biopsy is taken from a non-malig- 
nant area. This is likely to happen once in a while 
in taking relatively small biopsies from almost any 
tumor, and the likelihood is increased when we are 
dealing with a non-malignant granuloma that is just 
beginning to show malignant degeneration. When 
this happens, only the subsequent course puts us on 
the right track. 

Tuberculosis of the tongue is a rare condition. 
This is particularly true of primary tuberculosis of 
the tongue. Tuberculosis of the tongue in patients 
with advanced generalized tuberculosis is usually 
readily recognized, as the physical examination gives 
a clue to the mouth condition. A tuberculous ulcer 
of the tongue in a patient who presents no other 
manifestations of tuberculosis must be differentiated 
from a primary syphilitic sore, an ulcerating gumma, 
a traumatic ulcer, and an epithelioma. A tubercu- 
lous ulcer is apt to be painful, comparatively super- 
ficial, irregular, undermined, and the neighboring 
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glands may be enlarged. All of these symptoms may 
be found in a primary lesion of syphilis, and the 
only positive method of making a diagnosis in such 
a case is by finding the spirochetes in a dark field 
preparation. These are the cases in which a biopsy 
is usually unsatisfactory, as the pathologist can sel- 
dom differentiate a tuberculous ulcer from a syphi- 
litic ulcer. In sections, both show a predominating 
round-cell infiltration, with many endothelial cells. 
In a luetic lesion this infiltration is usually most 
marked about the blood vessels, but this is not 
always sufficiently marked to be a differentiating 
factor. In either case there may be numerous giant 
cells and in both cases they may be of similar type, 
with the nuclei arranged peripherally in a more or 
less definite horseshoe formation. These particular 
giant cells are more common to tuberculous lesions 
than to syphilis. In both lesions there is often more 
or less destruction, but we only see typical tubercles 
with caseation in advanced cases of tongue tuber- 
culosis. The luetic lesion is apt to be more vascular 
than the tuberculous lesion. The rarer types of 
tuberculosis of the tongue are the deep nodular type 
and the papillary type. Biopsies in these types are 
contra-indicated, as the resulting ulcers are apt to 
be chronic and painful. Consequently, in differen- 
tiating syphilis and carcinoma from this type, it is 
preferable to use a therapeutic test. 

A therapeutic test should never be given a patient 
with a suspected chancre of the tongue until re- 
peated dark fields have been resorted to. An ulcer- 
ating gumma of the tongue is usually recognized, as 
the ulcer is deep, the neighboring glands not en- 


larged, the dark field examination is negative, and 
the ulcer will clear promptly under the usual anti- 
luetic therapy. 


Fitzhugh Building. 


DISCUSSION 


ALBERT M. Meaps, M.D. (1706 Broadway, Oakland)— 
Such a paper as presented here by Dr. Morrow and Dr. 
Taussig calls our attention again to lesions of the tongue, 
and proves the value of reiteration. Tongue lesions are 
often overlooked or belittled until they have reached a 
stage beyond repair. 

Many cases of leukoplakia, before the days of radium, 
passed from one office to another, with very little perma- 
nent improvement, finally degenerating into malignant 
growths. In these pre-cancerous lesions, gratifying results 
are now being obtained with radio-therapy. Tongue 
lesions of the malignant type once called for mutilating 
operations, with poor results. All of us now welcome the 
use of radium in these cases, as the results are at least as 
good, if not better, under such treatment. The limitations 
of the Wassermann test have been emphasized, and should 
be taken to heart. Often a therapeutic test clears up the 
lesion as well as the diagnosis. 

Such a paper as this, drawn from a large clinical expe- 
rience, should be, from time to time, accessible to the gen- 
eral medical reader, as well as to those interested in 
dermatology, in order that the patient may receive the 
benefit of an early diagnosis. I am glad of the oppor- 
tunity of commenting on; if not adding to, this instructive 
article. 

BERTRAM STONE, M.D. (Flood Building, San Francisco) 
—This article seems to cover the subject in a very com- 
prehensible manner. 

As noted and, I think worth repetition, leukoplakia of 
the tongue and other mucous membranes of the mouth 
are, from the standpoint of treatment, either very easily 
gotten rid of or only with great difficulty and by radical 
treatment used in a thorough manner—radium or the 
actual cautery. As one cannot always determine the 
actual difficulty confronting one, it is wise not to give too 
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positive and clear-cut a prognosis. In my practice, I have 
seen more cases in women and non-smokers than in men; 
which, however, only indicates the danger so frequently 
indulged in, of arriving at conclusions on small numbers 
of cases. Bad teeth and poorly finished plates have been 
the most frequent exciting causes, and proper dental 
treatment and oral hygiene have been all the therapy 
needed; this, of course, only refers to the more innocent 
type of cases. 

The old idea of a syphilitic etiology in all cases, at one 
time held by all, and at present by many, is exploded. 
Many, with what seems good logic, claim that it has no 
relation whatsoever to leucoplakia, but the majority of 
evidence still seems to accord it a place in the etiology. 
Tobacco seems to have a real connection in its produc- 
tion. However, as leukoplakia is practically confined to 
the ages of 20 to 60, and is most frequently seen in men 
who usually smoke, but who seldom quit just because they 
are 60, one might wonder if, after all, it might not be a 
coincidence only. 

Carcinoma of the tongue is such a distressing and 
serious condition and the surgical treatment so radical, 
disfiguring and disappointing in results, if radium can 
offer even as good results as surgery it should be the 
method of choice. A point well worth reiterating is that 
gumma and carcinoma are often combined, and one 
should not continue anti-luetic treatment for any great 
length of time unless the lesion rapidly disappears as a 
whole. 

Tubercular ulcers of the tongue and lips may occur in 
patients in whom no evidence of tuberculosis can be 
found elsewhere, a point well worth stressing, being a 
fact not generally recognized. Pathological examination, 
possibly a therapeutic test and a remembrance of the 
above mentioned fact will usually make its nature evident 
in a short time, if not at once. 


Harry E. Atperson, M.D. (240 Stockton street, San 
Francisco)—The writers are to be commended for plac- 
ing this important subject before the profession again, 
because early prompt treatment of these conditions is of 
such vital importance. Too often we see these lesions 
presenting advanced degenerative changes which might 
have been prevented had they been taken care of early. 
The fault usually lies with the patient, for he is inclined 
to temporize even when advised regarding his trouble, 
until pain or other symptoms finally make him submit to 
treatment. 

The etiology of leukoplakia and carcinoma of the 
tongue have been covered by the writers. It is remark- 
able how many of our cases of malignancy of the tongue 
and buccal mucosa at Stanford are seen in patients: with 
syphilis. We have seen carcinoma cases where arsphena- 
min treatment of the lues has been followed by accelera- 
tion of the growth of the carcinoma—possibly due to the 
stimulating effect of repeated doses of the arsenic. Also 
the administration of mercury is very apt to increase irri- 
tation in the mouth, which, of course, is bad for the carci- 
noma. Certainly, the sooner malignancy is recognized 
and radium and roentgen therapy or surgery (or all com- 
bined) are initiated, the better it is for the patient. I 
believe that it is a mistake to carry out long preliminary 
courses of anti-luetic treatment where malignancy is pro- 
gressing rapidly. 

The making of dark field examinations of material 
from the mouth has been mentioned. It must be said that 
the difficulties here are great. One cannot always dif- 
ferentiate between the treponema pallidum and the spiro- 
cheta dentium. Noguchi has said that he finds it impos- 
sible at times. Buccal lesions of all kinds teem with enor- 
mous numbers of spirochaetae of various types, and the 
sp. dentium is almost certain to be present. Fortunately, 
however, there are other diagnostic aids that may be 
utilized. 

I have seen beautiful results from Taussig’s treatment 
of carcinoma with radium. Had I early carcinoma of 
the tongue, I most certainly should have him implant the 
radium emanation tubes in the same, for in my opinion 
that is the best treatment to date. 

LaurENCE Taussic, M. D. (closing)—I should like to 
insist upon the fact that a therapeutic test in doubtful 
mouth cases does not mean the giving of a complete 
course of anti-luetic therapy. If the response to one or 
two injections of full doses of arsphenamin or neo- 
arsphenamin does not amount to 50 per cent improve- 
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ment or more in two or three weeks, the test should be 
considered negative and further diagnostic aids should be 
used, especially a biopsy. Though agreeing with Doctor 
Alderson that a dark field examination of a tongue pri- 
mary is not simple, we believe that one experienced in 
recognizing treponema pallidum would have little diffi- 
culty when the material is obtained from the depths of 
the lesion rather than from the surface. 


HEAD PAINS OF OCULAR ORIGIN 


By Roperic O’Connor, M.D., San Francisco 


This is the type of paper, and it is followed by 
the type of discussion that particularly pleases a 
medical editor. It contains messages of interest and 
importance to every physician, be he general prac- 
titioner or specialist EDITOR. 


The percentage of all headaches due to ocular disturb- 
ances is difficult to determine. Estimates vary from 50 to 
90 per cent, but probably 70 would be a fair one. 


Many patients show, by ordinary tests, nothing wrong, 
and yet there is definite eye disability. 


The frequency with which eyes are blinded by a 
failure to recognize this disease is a sufficient reason, 
in itself, to serve as a cause for prohibiting the exami- 
nation of eyes by non-medical individuals. 


Pains in the base of the skull and upper cervical region 
are frequently of ocular origin, the causes being those 
conditions that call for a change in the position of the 
head to compensate, such as oblique astigmatism, vertical 
deviations, cyclophoria, and the various forms of paraly- 
ses of the ocular muscles. 


Proper use of well-proven methods should enable any 
ophthalmologist to determine whether or not the muscle 
imbalance is the cause of the symptoms. 


The ophthalmologist who fails to prepare himself 
to handle properly this type of work or who goes a 
step farther and warns his patients against those who 
are prepared to do so is, in my opinion, not practicing 
his specialty fairly either to himself, his patients, or 
to those ophthalmologists who are seriously trying to 
help such patients. 


Discussion by Raymond J. Nutting, Oakland; J. O. 
Chiapella, Chico; George W. Jean, Santa.Barbara; Hans 
Barkan, San Francisco. 


[EZ IS the common belief among the general pub- 
lic, and not very uncommon even among medi- 
cal men, that, if headaches or other symptoms of 
eyestrain are not relieved by glasses, nothing fur- 
ther can be done. It is only in this way that we 
can excuse the frequency with which medical men 
refer patients to opticians for ocular examination. 
In doing so they apparently forget that the exami- 
nation of the ocular apparatus is as much a medi- 
cal affair as one of the heart or lungs. To illus- 
trate this point I might cite two cases occurring 
recently, both of whom had been under the care 
of opticians. One was a case of chronic glaucoma 
that had progressed so far that in one eye direct 
vision had been involved, and in the other the visual 
field had been reduced to within ten degrees of the 
fixation point. Both eyes required operation. The 
other case was one of tobacco amblyopia’ with a 
central scotoma so advanced that light perception 
was absent in that area. Like other such cases, the 
worse the vision became the more he smoked to pass 
away the time. 


The percentage of all headaches due to ocular 
disturbances is difficult to determine. Estimates 
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vary frorn 50 to 90 per cent, but probably 70 would 
be a fair one. It is evident that the frequency with 
which the eyes are proven to be the cause will de- 
pend on the completeness of the ocular examina- 
tion, the correct interpretation of findings, and the 
proper carrying out of the right treatment. 

Many patients show, by ordinary tests, nothing 
wrong, and yet there is definite eye disability. Most 
of these, on more detailed study, turn out to be 
examples of hidden troubles of the extra-ocular 
muscles; some are instances of mild or beginning 
glaucoma; others have the source of a reflex eye 
disturbance in the intranasal or dental regions. 

One of the patients cited above shows the im- 
portance of always having in mind the possibility 
of glaucoma. I am now studying another patient 
with marked asthenopia, in whom an accurate re- 
fraction and all possible muscle tests have given 
negative results. An atypical cupping of the disk led 
me to think of glaucoma. Pilocarpin was prescribed, 
and a definite improvement in symptoms resulted. 
After a week of such treatment, the ocular tension 
was found to be 30 mm. of Hg. in the right eye, 
and 18 in the left, the latter figure being normal. 
His vision and visual fields are normal, so if fur- 
ther study should prove the trouble to be glaucoma, 
the diagnosis will have been made at the right time. 

The frequency with which eyes are blinded by a 
failure to recognize this disease is a sufficient rea- 
son, in itself, to serve as a cause for prohibiting the 
examination of eyes by non-medical individuals. 

Many eye headaches are typically migraine, as 
far as the symptoms are concerned. The fact that 
it may be hereditary has no diagnostic significance 
as ocular defects are even oftener so. Neither does 
vomiting indicate true migraine, as nausea, with 
vomiting at times, is a rather common symptom of 
certain forms of eye troubles. I have frequently 
seen the scintillating scotoma of migraine (suppos- 
edly) disappear after relief of eyestrain. 

Most patients are able to definitely relate their 
headaches to overwork of the eyes. Others cannot 
but state that the headache is present all day except 
on waking. Early morning headaches are more 
often nasal in origin. Women complain of shopping 
headaches. Many have them after riding on cars or 
autos or under other conditions where the eyes have 
to make frequent changes in position to follow mov- 
ing objects. These are usually found to have dis- 
turbances in the extra-ocular muscles, the compen- 
sation for which is especially difficult when the eyes 
must follow moving objects. Rarely a patient will 
state that there is less discomfort in the near than 
the distant use of the eyes. One such patient of 
mine had a divergence of such a degree that, for dis- 
tance, he could not avoid the desire for binocular 
vision, while for near the strain was so great that 
he simply allowed one eye te diverge. Such a case 
shows the importance of figuring out an apparently 
inconsistent symptom. 

While the consideration of intracranial pressure 
is out of place, please remember that its diagnosis 
is often first made by the ophthalmologist while in- 
vestigating headache. To show again the harm done 
by opticians, I wish to cite a case of brain tumor 
seen by me for Dr. Albert Rowe, in which head- 
ache and failing vision had been treated by an opti- 











September, 1925 


cian for several years. She had paid for many pairs 
of lenses. When she finally came under competent 
medical care the condition was so advanced that 
operation was done only as a forlorn hope. 


Pains in the base of the skull and upper cervical 
region are frequently of ocular origin, the causes 
being those conditions that call for a change in the 
position of the head to compensate such as oblique 
astigmatism, vertical deviations, cyclophoria, and 
the various forms of paralyses of the ocular muscles. 


We must, therefore, conclude: 


1. That the ocular apparatus must be thoroughly 
studied in all cases of headache where the cause is 
not very evident. 


2. That no physician should allow his treatment 
of a patient with headache to be influenced by the 
results of an ordinary refraction. 


Headache, as you all know, is a pain felt in 
the dural terminals of the trigeminus, the dural 
branches of the upper cervicals, and the recurrent 
dural branch of the vagus. Of these, the trigeminus 
is by far the most important. Anatomy teaches that 
the centers of the third, fourth, fifth, sixth, and 
seventh cranial nerves form a closely related group, 
all interconnected, and that the fifth is the sensory 
nerve for the area supplied by the others as motor 
nerves. Therefore, it is in the reflex arc of these 
four nerves, three of which are motor nerves for 
the ocular muscles. Moreover, there are communi- 
cating branches from its ophthalmic division to the 
oculo-motor nerves, these being the nerves of ordi- 
nary sensation to the ocular muscles. Therefore, we 


have three possible explanations for reflex ocular 
headaches : 


1. Pure overwork of the oculo-motor centers, 
with overflow of the irritation to the nearby fifth 
center. 


2. Direct irritation of the sensory terminals in 
the overworked muscle, which irritation is referred 
back to the fifth center. 


3. Direct irritation of these sensory terminals by 
fatigue toxins generated in the overacting muscles. 


However the fifth nerve center is irritated, this 
is projected out to its dural terminals to be inter- 
preted as a headache. 


In connection with the ocular conditions to be de- 
scribed, it is important to remember the following 
well-established points in muscle-nerve physiology. 


1. All muscle tissue has a tremendous reserve 
power which cannot be elicited by normal action of 
the nerve cells, therefore it can never become ex- 
hausted as a result of such action. This is shown 
by the fact that muscles can be electrically stimu- 
lated to powerful contractions after the power of 
voluntary contraction is lost by exercise. 

2. Nerve cells tire comparatively rapidly on con- 
tinued action, but recuperate rapidly as compared 
with muscle tissue which, once thoroughly ex- 
hausted, takes a long time to rebuild itself. In this 
way the muscles are protected and are always in 
condition to respond to normal impulses. 

3. Intermittent action of muscles, allowing proper 
intervals for rest, results in growth with a corre- 
sponding increase in endurance. 
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4. Continuous or too frequent contraction causes 
rapid fatigue. 


Aside from glaucoma, which has already been 
mentioned, and certain acute inflammatory condi- 
tions of the eyes, I wish to consider the following 
ocular causes of headaches: 

A. Pupittary ASTHENOPIA— This is due to 
overstimulation of the pupillo-constrictor mechan- 
ism by excessive glare. It is rather common in the 
tropics and desert regions. At times it results from 
excessive artificial illumination when there is ex- 
posure to the direct glare of high-power electric 
lights. Photophobia occurring under ordinary con- 
ditions often disappears when errors in refraction or 
muscle balances are corrected. Therefore, tinted 
lenses are not in order, simply because the patient 
may complain of a sensitiveness to light. The real 
cause should be searched for. Normally, the pupils 
contract with accommodation and convergence. An 
undue contraction of the pupil, made necessary 
by glare, may throw this associated action out of 
balance. 


B. REFRACTIVE Errors—l. Hyperopia. In this 
condition the accommodation is in action even for 
distance; therefore, the ciliary muscle is at work 
whenever the eye is open. The normal relation be- 
tween the accommodation and convergence is altered 
by the necessary increase of the accommodative 
effort over the convergent. So when corrective 
lenses are given to relieve the ciliary muscle, this 
acquired habit must be broken. As long as it per- 
sists the patient will complain of his glasses. 


2. Myopia. Myopic eyes are lazy, the accommo- 
dation never being necessary except within the focal 
point. If this happens to be that of the reading dis- 
tance (thirteen inches) the only exertion will be 
one of convergence. When the correction is given to 
permit clear distant vision, the eyes are forced to 
work as much as the normal. For this reason my- 
opes often complain bitterly that they feel much 
worse with the glasses, in spite of the good vision. 


3. Astigmatism. The oblique forms are espe- 
cially important as objects are twisted. This twist 
is compensated by action of the oblique muscles to 
rotate the eye about its antero-posterior axis or by 
head tilting, or by both. Glasses render this un- 
necessary, but the habit persists and causes trouble 
till the eyes learn to let the lenses do the work. In 
certain cases of very high astigmatism the mechani- 
cal disadvantage in the lens correction are so great 
that they cannot be worn. In some of these, opera- 
tive measures are worth while. I have recently had 
such a case where an astigmatism of nine diopters 
was reduced to four by a thorough cauterization of 
the cornea at right angles to the direction of the 
defect. The vision, as corrected, improved from 


20/100 to 20/30. 


4. Anisometropia. In this, the eyes differ so 
much in their refraction that satisfactory binocular 
action with the corrective lenses is often impossible. 
Occasionally, as mentioned under the preceding 
heading, the difference may be reduced to bearable 
limits. Rarely we see what appears to be an impos- 
sible situation. I have had such a one with one eye 
emmetropic, the other highly myopic. For some rea- 
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son she had severe headaches. I extracted the lens 
from the myopic eye by the needling method, reduc- 
ing its error from minus 24 to minus 4 diopters, 
and improving the corrected vision from 20/70 to 


20/30. The headache disappeared. 


5. Presbyopia. In early presbyopia the symp- 
toms are often disproportionately severe, due to the 
overaction of the ciliary muscle necessary to obtain 
the proper change of focus in the hardening lens. 
In this connection it must be remembered that we 
can use continuously only two-thirds of our total 
power of accommodation. Lenses usually give re- 
lief, but even here we are dogged by trouble in the 
form of bifocal glasses and the difficulty patients 
have in adjusting themselves thereto. 


C. DisTURBANCES OF THE ExtTRA-OcULAR 
MUSCLEs. 


Leaving out of consideration cases of actual stra- 
bismus and of paralysis, we have the following: 

1. Esophoria, where the visual axes tend to con- 
verge and the corrective effort falls on the diver- 
gers. When of any amount, the strain is severe, as 
normally there is no great call for the divergers to 
work. In one case the symptoms were so severe 
from six degrees, that the boy had to give up his 
course in law. Non-operative treatment failed to 
secure the desired result, which was obtained by 
shortening of one externus. 


2. Exophoria, where the visual axes tend to di- 
verge, calling for correction by the convergers. A 
greater degree of exophoria can be borne, because 


the convergers can stand the strain of correction 
better. 


3. Cyclophoria, when the vertical axis of the eye 
tilts in or out. The correction must be made by the 
oblique muscles. 


4. Hyperophoria, when one visual axis is higher 
than the other. This condition causes symptoms out 
of all proportion to the amount as, in its correction, 
an entirely abnormal action of the muscles must be 
made. Normally, both eyes either look up or down, 
but here one must turn up while the other turns 
down, to bring both to the proper level. Dr. 
Stevens, who was one of our greatest authorities on 
the ocular muscles, estimated that one degree of ver- 
tical deviation caused symptoms as severe as fifteen 
of horizontal. I have seen cases of marked dis- 
ability from one degree. Luckily, prism corrections 
are borne better in hyperphoria of low degree. Ver- 
tical deviations frequently cause head tilt in order 
to bring the eyes to a level and so save the ocular 
muscles. This tilt carries the corresponding shoul- 
der down, which, in turn, might cause a curvature 
of the spine. All this in a purely mechanical way. 
Another common sign is an elevation of one eye- 
brow through the associated action of the frontalis, 
in the effort to hold the lower eye up. 


In all the above-mentioned conditions, the correc- 
tive strain is present as long as the eyes are open, 
even though not in use for near, and therefore is 
an example of continuous exhausting work. 


5. Insufficiency of convergence when the visual 
axes cannot be converged close enough to permit 
continued use of the eyes at the ordinary reading 
distance. It has been proven that one must be able 
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to converge the eyes easily to four inches from 
their centers in order to perform prolonged work at 
thirteen inches. In other words, at least two-thirds 
of the total power must be in reserve. In this con- 
nection the patient’s occupation must be considered, 
for, even though he may give a normal test, he may 
have trouble if his work is done closer than thirteen 
inches. One case of mine that illustrates this was 
an old copper-plate engraver, who worked at a dis- 
tance of about seven inches. He had been unable 
to work for several years, in spite of normal vision 
and an entire absence of trouble in reading. Pre- 
vious examiners had overlooked the question of con- 
vergence strain, and all he needed was a pair of 
prism binocular magnifiers to enable him to get back 
to work. Frequently, in these cases the balance of 
the eyes for distance is normal, so all the symptoms 
are related to the near use of the eyes. 


TREATMENT 


1. Glaucoma—This is too large a subject. The 
important point is diagnosis. Miotics are then in 
order. If the tension and symptoms are controlled, 
well and good, but if not, operation must be per- 
formed. 

2. Refractive errors call for lenses. 


3. Imbalances of the extra-ocular muscles call 
for: . 


(a) Non-operative measures, such as lens correc- 
tion, with exercises and possibly prisms in suitable 
cases. 


(b) Operative measures. Until one is converted 
to the belief that true imbalances are anatomic in 
origin, he will not have the faith to learn the right 
surgical methods available for their relief and the 
methods of diagnosis needed to determine the place 
at which to apply the surgical work. We all know 
the bad effects, mechanically and symptomatically, 
that follow an operation incorrectly done or placed. 
Why not acknowledge the probability of develop- 
mental and acquired anomalies similar in effect? 
When one does not believe that the basis of true 
muscular imbalance is an anatomic defect in power 
or attachment to the globe, he is likely to feel that 
operative work on the muscles is working at the 
wrong place and so fall into the common practice 
of “do nothing,” which means, very often, pro- 
longed and unnecessary suffering for the victim. 

In this connection I wish to emphasize that the 
object of an operation is primarily to relieve symp- 
toms. Proper use of well-proven methods should 
enable any ophthalmologist to determine whether or 
not the muscle imbalance is the cause of the symp- 
toms. If the discomfort and disability, so proven 
to be due to the muscle imbalance, cannot be re- 
lieved by non-operative measures, what else is left? 
It is ridiculous to lay down on the job and wait 
for a miracle. The ophthalmologist who fails to 
prepare himself to handle properly this type of work 
or who goes a step farther and warns his patients 
against those who are prepared to do so is, in my 
opinion, not practicing his specialty fairly either 
to himself, his patients, or to those ophthalmolo- 
gists who are seriously trying to help such patients. 

There are two general types of operations: (a) 
Tenotomies; (b) shortenings. 
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(a) Tenotomies must necessarily be done on the 
muscle not primarily at fault. To illustrate: Sup- 
pose a case of vertical deviation with the left eye 
higher because the right superior rectus is paretic. 
Should we tenotomize the left superior rectus, and 
so have two paretic muscles, or should we shorten 
the right superior rectus and so approach equality in 
strength? An answer is hardly necessary, provided 
the operator knows how to shorten a muscle in a 
safe way. 

(b) Shortenings can be done in many ways, but 
of them all the “tuck” and an operation devised by 
myself are the safest,.in that no harm can result. 
In the tuck, sutures are used to hold the shorten- 
ing, while in my operation none are necessary, strips 
of the tendon being looped about strands of shorten- 
ing material laid transversely to the tendon. I got 
the idea from the method of shortening saddle girths 
used by cavalrymen in our military service, and 
have used girths so shortened for years. A model is 
being passed around with the central third short- 
ened in this way to show, by the slack in the lateral 
portions, the actual amount of shortening. Any 
force short of actual breaking of the strands can 
be withstood. In the ocular tendons this relieves the 
operator of any fear of loss in effect through slip- 
ping of stitches along the parallel fibers of the ten- 
don. This method is so safe that I can, without 
fear of causing harm, operate on deviations of low 
degree and on little children for strabismus as early 
as the fourth year. 

There is an ocular condition causing headaches 
that seems to be immune to treatment, that is direct 
treatment, called retinal asthenopia. This is similar 
to neurasthenia in general. However, I find that 
the more I go into my cases, hunting for hidden 
muscular defects, the less frequent becomes my diag- 
nosis of this trouble. 

The frequency of the above described conditions 
is great, and the troubles they cause are apparently 
disproportionate until one remembers the mechan- 
isms involved. In children they often cause marked 
“nervousness” and backwardness in studies. 

Finally, I wish to repeat for emphasis: The auto- 
matic correction of these imbalances means a con- 
tinuous action during the waking hours of the nerve 
centers and muscles involved. This, as shown by 
the established facts of muscle-nerve physiology, is 
productive of the direct and remote symptoms of 
fatigue. 

909 Hyde Street. 

DISCUSSION 


Raymonp J. Nutrinc, M.D. (Medical Building, Oak- 
land) — Doctor O’Connor has thoroughly gone into the 
cause from every angle, and it is as it should be, because 
too many medical men today are not thoroughly examin- 
ing their patients, and we all know the result. I certainly 
agree with him in regard to too many medical men refer- 
ring their patients to opticians every time they complain 
of poor vision. I have had two patients in the last month 
who are nearly blind as the result of glaucoma. The first 
was getting electric treatments and muscle exercises by 
an optometrist, with the vision getting worse all the time, 
while the second was getting her glasses changed about 
every month, and as a result losing both vision and 
money. 

We know that ocular disturbances cause a good many 
headaches, but should remember that refractive errors, 
by themselves, do not by any means cause all the trouble, 
as so many men would have us believe. For the refrac- 
tive errors, astigmatism is the most common cause, with 
hyperopia next, and myopia by itself very seldom. 
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We should never overlook the fact that we should take 
a careful history of every patient examined and rule out 
any other cause of the headache for which the patient 
seeks relief. Also at the same time we should always 
remember that any direct or indirect irritation of the fifth 
nerve is the seat of the trouble. Next, as mentioned be- 
fore, a very thorough medical eye examination should be 
made. By that I do not mean simply taking the patient’s 
vision and fitting him with lenses, but, in addition, a very 
careful study of the extra-ocular muscles, the visual fields 
and, of course, the external and internal examination of 
the eye itself with the proper instruments; at the same 
time thinking of the eye as an essential part of the body, 
and not as a little kingdom all by itself. 

One will be surprised in the large number of patients 
who are having trouble as the result of muscle imbalance, 
and of this group the vertical deviations give us a greater 
amount of symptoms. As to the method of correcting these 
muscular anomalies, I thoroughly agree with O’Connor 
that the weak muscle should be made stronger by a short- 
ening operation. Cutting a strong muscle always looks 
to me as if we are not giving our patient a fair deal, as 
we too often feel it is the easiest way out of the difficulty 
for the doctor himself but not for the patient, as too often 
happens. I have had the opportunity of seeing O’Connor 
operate on several muscle cases, and it is a pleasure to see 
him work. The operation which he has worked out for 
shortening a muscle is very clever and, furthermore, you 
get results when it is done properly on the correct muscle. 
This is the reason, to my mind, why O’Connor gets results 
and other men do not when attempting the same opera- 
tion. In closing let me again emphasize: Study your pa- 
tient carefully, always keeping in mind the oath of Hip- 
pocrates, which a good many of us forget at times. 


J. O. Cutapetta, M. D. (Chiapella Building, Chico, 
California)—It is my firm belief that 80 to 90 per cent 
of head pains are of ocular origin, and that the ophthal- 
mologist who thoroughly examines his patient for refrac- 
tive errors will arrive at a similar conclusion. It all de- 
pends upon how thorough your examinations are—how 
much patience you possess to see that your examination 
is thorough. 

Doctor O’Connor’s statement relative to medical men 
referring patients to opticians strikes a popular chord, 
and I regret to say that the medical man who does it 
ofttimes is the type who treats a case of glaucoma as an 
iritis and prescribes atropine, with disastrous results, or 
thinks a chronic case of trachoma is a conjunctivitis and 
recommends argyrol with consequent argyrosis, not realiz- 
ing that argyrol is a silver salt. 

Head pains due to nasal disturbances are usually so 
localized as to site as to suggest the possible origin; or 
the history, especially of morning or lower half head- 
ache, completes the picture, and you can go astray very 
seldom. 

I’m very much interested in his operative work on the 
extra-ocular muscles, knowing from experience that they 
frequently are the source of disturbance and are often 
overlooked in examinations, either from thoughtlessness 
or through not giving them their proper value. Hyper- 
phoria, I find, respond most readily to prism correction, 
giving complete comfort, as a rule, and usually a grateful 
patient. 

Pupillary asthenopia is of frequent occurrence in the 
Sacramento Valley and is due to the excessive glare of 
our summer sun, and while I recommend Crookes lens 
ofttimes to my patient, I do it more because it is expected 
of me rather than any particular belief in the virtue as- 
cribed to them; the correction of the proper refractive 
error or muscular imbalance will do more to clear up the 
condition than the wearing of Crookes lens. 

Finally, it will be a genuine pleasure to me to see 
O’Connor’s work on some of the muscular anomalies he 
has mentioned; it is a field that is wide, and the way to 
it has been closed to the many men who are practicing 
ophthalmology and I find myself one of that greater 
number, but I expect to avail myself of the opportunity 
of overcoming my lack of knowledge and skill in that 
direction. 

I cannot too highly compliment Doctor O’Connor on 
the thoroughness with which he has covered his subject, 
for his paper is one of genuine practical interest to any 
ophthalmologist who really has the interest of his patient 
at heart. His conclusions can hardly be questioned. 


GerorGcE W. JEAN, M.D. (Santa Barbara, California)— 
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Doctor O’Connor’s paper is timely, in that it calls atten- 
tion to the necessity of an early diagnosis in glaucoma 
and warns physicians of the fallacy of believing lenses 
a cure-all and 4n end-all for headaches of ocular origin. 
It is hard to believe that any ophthalmologist today, in 
searching for the cause of his patient’s headaches, stops 
with the mere examination for lenses, yet it is true that 
ophthalmology suffers from the widespread idea that 
headaches are mostly refractive, from which arises the 
confusion of an ophthalmologist with a refracting opti- 
cian (or his glorified successor, the optometrist) in the 
minds of the people and unfortunately, at times, in the 
minds of physicians. Yet it is also true that many an eye 
has been rescued from hopeless blindness because the 
average individual has a fixed belief that if he suffers 
from headaches his eyes should be examined. That he 
does not always make a wise choice, is unfortunately true. 
Every ophthalmologist has seen cases of glaucoma treated 
all too long by someone for neuralgia, migraine, or what- 
not. Headaches due to muscle or refractive errors are 
deplorable enough if not relieved, but the most tragic 
cases of all are the glaucomas. O’Connor’s experience 
has been fortunate in relieving that frequent form of 
headache associated with zigzag flashes of light—the 
so-called scintillating scotoma. I have never helped a 
single case either by any glasses or any treatment, and 
my consultants have likewise failed. 


Hans BarKAN, M.D. (516 Sutter Street, San Francisco) 
—Doctor O’Connor’s paper puts the issue squarely up to 
the medical man. There is no excuse for his ever send- 
ing a patient with headaches to an optician. I have, as 
have all other ophthalmologists, seen enough people who 
were beyond medical aid due to the fact that they re- 
ceived unnecessary expensive glasses from an optician 
when the diagnosis of impending blindness, due to glau- 
coma or other causes, would have been made by an 
ophthalmologist at a time when there was still some hope. 

I have not been as fortunate in curing true migraine 
by glasses. I do not believe that the real “familial” head- 
ache, accompanied by nausea and scintillating scotomata, 
can be cured by glasses. If these patients have errors of 
refraction they can be made more comfortable, but in my 
experience the attacks continue, although in some cases 
somewhat less pronounced. 

I admire the clear and concise, yet comprehensive, 
fashion in which O’Connor has presented the very com- 
plex subject of muscular imbalance and its treatment. I 
agree with him on the main essentials. He has, however, 
not discussed the importance of that class of patient who 
improves so markedly in symptoms or loses them entirely 
if relieved of nervous strain and overwork—of that class 
in which the symptoms occur after some debilitating sick- 
ness, loss of weight, etc., and disappear when the patients 
are again in good health. In these people the muscular 
imbalance is there, whether they have symptoms or not. 
They have no symptoms if they feel well. That has 
always led me to doubt that all imbalance is anatomic 
in origin. The symptoms in most cases are, to my mind, 
caused to the greatest extent by insufficient ability to ener- 
vate properly, and for this reason, while operating these 
conditions in cases where one can ease up on the enerva- 
tion by making the muscles stronger, I am not as inclined 
to call as many cases operative in character as is Dr. 
O’Connor. There is no doubt that true imbalances, where 
the defect is anatomic, exist. I have seen the improper 
insertion, or the atrophic or hyperthropic muscle. These 
cases are the ones that promise most by operation, either 
by Dr. O’Connor’s excellent method, as used by him, or 
by some other good method at the hands of a man prac- 
ticed in it. 


Docror O’Connor (closing) —Drs. Jean and Barkan 
bring up the question that instances of true migraine are 
never helped by any eye treatment. If they will re-read 
that paragraph they will find that I qualify by using the 
word “supposedly.” I am perfectly willing to make the 
diagnosis as I did in my cholera work in the Philip- 
pines—those that died were cholera; those that survived 
were not. At any rate, patients with those symptoms were 
often relieved. There must be a cause fér what is called 
true migraine, and it is barely possible that it may be in 
the ocular apparatus. 

Those who do not study out their obscure cases by pro- 
longed monocular occlusion, in order to obtain the true 
muscle balance after complete relaxation of the extra- 
ocular muscles, have no idea what they overlook and are 
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not really qualified to properly appreciate this subject. 
That they “take no stock in it” does not alter the facts. 
It might be well to quote here the opening paragraphs 
from my paper on this subject in the October, 1924, 
number of the British Journal of Ophthalmology. 


“The object of this paper is to emphasize the following 
points: 

1. A hidden vertical deviation is the commonest cause 
of persistence of asthenopic symptoms after accurate cor- 
rection of a refractive error and any apparent muscle 
imbalance. 


2. A complete and accurate diagnosis of muscle im- 
balance, in kind and degree, can be made only by the aid 
of prolonged monocular occlusion. This procedure is the 
same to the extra-ocular muscles as mydriasis is to the 
intraocular and its importance can be upheld by the same 
line of reasoning. As absolute proof of this statement 
it might be well to take out from the table the twenty- 
three cases that showed exactly normal muscle balance 
before patching. In these cases the final tests, as regards 
vertical deviations only, were as follows (in prism de- 
grees): 1 to 2 degrees, eight cases; 2 to 3 degrees, five 
cases; 4 to 5 degrees, two cases; 6 to 7 degrees, one 
case; 7 to 8 degrees, one case. 


3. Nearly all cases of vertical deviation have a paretic 
foundation.” 


After nearly six years’ experience with monocular oc- 
clusion, I can state positively that I would feel perfectly 
helpless without it in the study of those obscure cases 
that “go the rounds,” many of whom are emmetropic 
and many more, as shown in the above quotation, show 
normal muscle balance. On the surface, in such cases, 
the eyes could not have been at fault and yet the prism 
correction, of the deviation found, gave relief. 


In Doctor Barkan’s comment on the muscle conditions 
I think he has put the cart before the horse. My whole 
paper argues that the symptoms are the result of over- 
work of the innervational circuit, but maintains that it is 
the anatomic changes that make this overwork necessary. 
At any rate, it is perfectly certain that if non-operative 
treatment fails to help these cases, altering the anatomic 
conditions is the only way out. I freely admit that we 
find many cases of marked muscle imbalance and no 
symptoms the same, as we find marked refractive errors 
and no symptoms. In such cases anything that reduces 
the general endurance is apt to reduce the local. It is 
for this reason that people often date the occurrence of 
cross-eye to some general disease like measles or whoop- 
ing cough, thinking the disease is the actual cause. 


In all my writings I have emphasized the importance 
of operating to relieve symptoms, not merely to alter 
measurements. For this reason I take great pains, by 
monocular occlusion and in other ways, to prove that 
the muscle imbalance found is the cause of the symptoms. 
Only in that way can I persuade myself that the symp- 
toms will be relieved when the imbalance is corrected. 


The fact remains that there are many cases of muscle 
imbalance that are not relieved by any or all of the non- 
operative methods of treatment. If the advisor of such a 
patient is not prepared to perform a safe operation on the 
muscle at fault, what is he going to do about it? Some 
years ago Doctor Barkan admitted to me that he would 
give up in a case of 12 to 14 degrees vertical deviation. 
If he had more confidence in operative work he would 
not have to give up. I have corrected many such cases 
from 5 to 40 degrees. The lower cases were most com- 
fortable with prisms, but preferred operation to wearing 
glasses. 


In handling cases of muscle trouble we must keep in 
mind that people want to use their eyes. The securing 
of relative comfort by not using them is a poor way out 
of the difficulty. Witness the patient mentioned in the 
body of the paper who had to give up his course in 
law because his previous advisors failed to perform the 
right operation. I am not satisfied unless I succeed in 
obtaining comfort in all uses of the eyes. Needless to say 
I am not always satisfied, but my “batting average” 
increases in proportion to my ability to make an accurate 
diagnosis so that the right treatment can be applied at the 
right place. 


Finally, I wish to thank the discussors for their very 
kind and complimentary consideration of my paper. 
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THE TREATMENT OF CHRONIC 
ARTHRITIS 
By Leonarp W. Ey, M.D., San Francisco 


In the first place I have never seen a‘case of arthritis 
which was not caused by infection or by trauma, or rather 
I have never seen any evidence of the operation of any 
other cause. This gives us our first classification into 
traumatic and infectious arthritis. 


[t WOULD be hard to find a subject in medi- 
cine about which more diverse ideas are held 
than the one which I have chosen. Those who re- 
gard an arthritis simply as a swollen joint, with- 
out appreciating what is going on inside of it, 
usually fall back upon pure empyricism, and drug 
their intelligence with such terms as “disturbed me- 
tabolism,” “uric acid diathesis,” “pars minoris resis- 
tentiae,” and the like. Their treatment changes from 
month to month. This represents an anomaly in 
modern medicine, but is common practice. Usually 
what is practiced today is thrown away tomorrow. 
The things which last are established by patient in- 
vestigation and the accumulation of concrete facts. 
The interpretation of these facts is sometimes a 
matter of personal opinion, and must be proved out 
by clinical investigation. 

Some years ago, spurred thereto by the barren- 
ness of results under older methods of handling 
cases of arthritis, I began to collect’ specimens of 
diseased joints, to study them in the laboratory, to 
compare my findings with the clinical history, and 
to try out in the clinic the conclusions based on my 
laboratory findings. It has been an illuminating 
and profitable experience for me, has brought order 
out of chaos, and has saved me the trouble of in- 
vestigating for myself every new and fantastic thera- 
peutic claim that has been made upon the sole 
authority of its originator’s clinical opinion. 

Not to be verbose, let me set forth a few of my 
findings, and their application: In the first place, I 
have never seen a case of arthritis which was not 
caused by infection or by trauma, or rather I have 
never seen any evidence of the operation of any 
other cause. This gives us our first classification 
into traumatic and infectious arthritis. 


Traumatic arthritis—The joint is lined by two 
tissues—the synovial membrane and the cartilage. 
To traumatize it we must injure one of these two 
tissues, or both. It is doubtful if an isolated injury 
of the articular cartilage ever occurs, without dam- 
age to the underlying bone, though the intra-articu- 
lar cartilages themselves may be torn. If it does 
occur, it is without effect on the other joint tissues.* 
If the ligament is torn with its subjacent synovial 
membrane, we have a sprain. The same thing 
occurs when the intra-articular cartilage is torn. If 
an injury damages the bone under the articular car- 
tilage, we have an intra-articular fracture. I think 
perhaps some confusion has arisen from our loose- 
ness in the employment of terms. We speak of trau- 
matizing a joint, without any definite idea of what 
we mean. 


1 Ely & Cowan, Bone vs. Joint Studies. 
University, 1916. 


1. Stanford 
Published by the University. 
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The effects of a sprain, not repeated, are over 
in a short time. The treatment of a sprain does not 
concern us here. With an intra-articular fracture, 
the resulting arthritis is probably caused by the effu- 
sion of blood into the joint, and, if accurate adjust- 
ment of the fractured surfaces be obtained, subsides 
slowly. If any deformity persists, then the joint is 
to be viewed as a damaged machine, easily sprained, 
and often the seat of an arthritis, unless it be kept 
quiet. 

While more or less difference of opinion exists as 
to details, the treatment of these traumatic arthri- 
tides is fairly standard. It is when we come to the 
class of cases not caused by a frank injury of the 
bone or the synovial membrane, that we embark 
upon a sea of confusion. Examining specimens in the 
laboratory, I find that they all fall into one of two 
great groups or types, and in order not to describe 
them by names that next week must, with increas- 
ing knowledge, be thrown overboard, I call them 
Types 1 and 2. This classification can be carried 
into the clinic, and can be made to work. It is a 
help in treatment rather than a hindrance. Many 
classifications have been proposed, some so compli- 
cated that they can hardly be remembered by any- 
one but their author. Type 1 are, as a rule, the 
more active inflammations. They are characterized, 
primarily, by a proliferative inflammation in the 
bone-marrow or in the synovial membrane, or in 
both. They are recognized clinically by the absence 
of any spurring or lipping, as revealed by the x-rays. 
In Type 2 cases, these bony spurs are present. 

The cases in Type 1 are the frankly infectious 
cases, and include the bacterial arthritides. Among 
them are tuberculosis, syphilitic and typhoid arthri- 
tis, coccidioidal granuloma, and the arthritis pre- 
sumably caused by the diplo-streptococcus domiciled 
in the deep urethra or in the tonsils. 

As the fundamental pathological feature of all 
these cases is the same, it follows that the clinical 
picture and symptomatology of them are alike. Each 
of them has its peculiar features which enable us 
to make a fairly accurate guess of its nature, but 
an exact differentiation can be made only by the 
identification of the causal organism. To enter into 
the details of the differential diagnosis would take 
us too far afield. Only their treatment can be dis- 
cussed here. This classification includes those arthri- 
tides due to a so-called focal infection. The pres- 
ence of a primary focus is admitted by practically 
everyone in the case of tuberculous and syphilitic 
arthritis, though some deny the influence of the 
diplo-streptococci domiciled in the tonsil and deep 
urethra in the other cases. It follows, therefore, 
that there is at least an approach to unanimity in 
the treatment of the first class, and great difference 
of practice in the second. 


TREATMENT OF CASES OF THE First TYPE 


Tuberculous Arthritis—Uncomplicated tubercu- 
losis of a joint is in itself a comparatively harm- 
less though severe disease, and is strictly confined 
to the synovial membrane and bone marrow, damag- 
ing the other tissues in and about the joint only 
by interfering with their nutrition. Its presence, 
however, shows the presence of a primary focus 
elsewhere in the body, as well as a lessened consti- 
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tutional resistance to tuberculosis. As far as the 
patient is concerned, the final outcome will depend 
upon his resistance to tuberculosis. When a second- 
ary infection is added, tissues other than the synovial 
membrane and lymphoid marrow become vulner- 
able, and instead of a strictly localized, compara- 
tively harmless disease, we have a widespread and 
very serious one, with all the dangers of a pus in- 
fection added. The presence of lymphoid marrow 
and synovial membrane in and about the joint is 
dependent upon function. When function is re- 
moved from the joint these tissues tend to disappear. 
When they disappear the disease dies out. From 
these facts we draw the three primary rules for the 
treatment of tuberculous arthritis: (1) Deprive the 
joint of function. (2) Avoid secondary infection. 
(3) Build up the patient’s nutrition and his resist- 
ance to disease. 

Coccidioidal Granuloma—The treatment of this 
form of arthritis is very much the same as that of 
tuberculosis, but not nearly so satisfactory. The 
outcome is almost invariably fatal. 


Syphilitic Arthritis—The treatment is the same 
as that of syphilis of any organ, and consists of neo- 
arsphenamin, mercury, and the iodides. Operation 
should be sedulously avoided on account of the 
almost invariable tendency of the wound to break 
down and become secondarily infected. Secondary 
infection makes the treatment much more difficult. 
Parenthetically, the necessity of ruling out syphilis 
in the treatment of any case of first type arthritis, 
especially in the operative treatment, should be 
urged. To discover afterwards that one has been 
operating unnecessarily upon a syphilitic joint, is 
always humiliating. I know of but one safe way to 
rule out syphilis, and that is by a course of anti- 
syphilitic treatment. 

Typhoid Arthritis — Little need be said of the 
treatment of these cases. They are to be handled 
on general principles. Apparently, most of them 
recover with treatment or without it. 


OTHER CASEs IN TyPE 1 


Because the cause of these cases never has been 
proved, great difference of opinion prevails as to 
their nature and as to their treatment. From some of 
them pure cultures have been obtained of a bacterial 
organism, variously named diplococcus, diplostrep- 
tococcus, streptococcus viridans, etc. From many of 
them all attempts to obtain cultures have been in 
vain. They are usually multiarticular. I think that 
most of them are caused by bacterial organisms 
domiciled in some other organ, and brought second- 
arily to the joints, fed to the joints, so to speak. 
This belief rests not only on the fact of their fre- 
quent cure after the removal of the primary focus, 
but also, and principally, on the practically identi- 
cal changes in the morbid anatomy of these joints 
and in that of those arthritides known to be caused 
by bacterial organisms. 

Following out this theory, our best results have 
been obtained by the removal of the presumptive 
focus. In no instance that I remember have we 
found this focus elsewhere than in the tonsil or in 
the deep urethra. I think that infection in the alveo- 
lar process of the jaws is never responsible for this 
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form of arthritis, but always for the second type. 
When the presumptive focus is removed many of 
these cases recover, with other treatment or without 
it. Those of them which did not, I had grown ac- 
customed to regard as practically hopeless, but Dr. 
Barrow of Los Angeles has almost cured one of my 
apparently hopeless cases by eradicating intestinal 
parasites, and his success has opened up a new field 
which we are cultivating, with promising results. 
Ordinarily, one or two recoveries are a poor founda- 
tion on which to build a line of treatment, but those 
of you who have had the opportunity to treat pa- 
tients with this form of multiarticular inflammation 
know that they do not recover spontaneously. They 
may have remissions and temporary improvement, 
but when they become bedridden they stay so. 


TREATMENT OF THE SECOND TYPE OF 
ARTHRITIS 


I have published so much on this type of arthritis 
in the past few years that I shall merely give my 
results to date. This is the form of arthritis charac- 
terized by the presence of bony and cartilaginous 
outgrowths in the region of the attachment of the 
capsule. It is variously named by different writers as 
hypertrophic arthritis, degenerative arthritis, osteo- 
arthritis, arthritis deformans. 

Further investigation has confirmed the belief 
that the prime pathological feature of this form of 
arthritis is ari aseptic necrosis in the bone in the 
region of the joint. All the other pathological fea- 
tures are secondary to this. The presence of these 
necrotic areas can often be detected in the x-ray 
films, if it is sought. All the morbid changes in the 
bone and marrow are so different from those caused 
by bacteria that it is impossible to believe that bac- 
teria cause the disease, and yet when one studies 
specimens in the laboratory, one cannot but be posi- 
tive that the changes in them could be caused only 
by a living organism. This is the chief reason for 
my firm conviction that some form of animal para- 
site is responsible for the disease, and the probable 
culprits are the intestinal protozoa. It must be con- 
fessed that up to date we have no reliable proof of 
their presence in the bones. The evidence is purely 
circumstantial. I believe that the amoeba or a simi- 
lar organism is responsible for these aseptic areas 
in the bones, for the same reason that if I should 
see a little pile of dirt in the field with a depression 
in the center of it, I should think that a gopher was 
responsible for it. This is just the sort of lesion that 
the protozoa might be expected to cause if they 
gained access to the bone-marrow. 

With the co-operation of Doctor Harry Wyckoff 
of the Stanford Laboratory, a routine examination 
of the stools of our patients suffering from this 
form of arthritis has been conducted. Parasites have 
been found in about 30 per cent of the cases. 
Amoeba coli has been found most frequently; giar- 
dia, chilomastix, histolytica, and trichomona less fre- 
quently. 

As heretofore noted, infection in the alveolar 
processess of the jaw is present in an overwhelm- 
ing proportion’ of these cases. The rational theory 
of the pathogenesis of the disease would be that 
some form of protozoon, possibly harmless while 
domiciled in the gastro-intestinal canal, gains access 
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to the circulation through the diseased bone at the 
roots of dead teeth. It is then carried to the bone 
marrow, and causes necrosis. Perhaps we shall find 
that the so-called harmless amoeba gingivalis is to 
blame. I strongly suspect that this is the case. 


In the orthopedic clinic at Stanford we have 
conducted the treatment of these cases according to 
this line of reasoning, and our results have been, on 
the whole, good. The first step in the treatment is 
to remove all dead teeth, which serve to keep open 
the door in the bone of the jaws. Next we insti- 
tute a search for intestinal parasites. If they be 
found, the patient receives the full parasiticide treat- 
ment, namely, neoarsphenamine, emetin and ipecac; 
if not, then emetin and ipecac are administered 
without the neoarsphenamin. A short time ago we 
set aside one day in the week in the clinic for the 
special treatment of patients suffering with second 
type arthritis. 

The problem of the treatment of an inflamma- 
tion in a joint should be approached in the same 
manner as that of the treatment of any other organ, 
but, strange to say, it rarely is. This is the main 
burden of my thesis. The intelligent medical man, 
when called on to treat an inflammation in the 
lungs, does not waste time talking about disturbed 
metabolism, the rheumatic diathesis, or mysterious 
humors floating in the blood. He does not try gland 
therapy, rub things on the skin, or primarily ad- 
minister drugs internally. He tries, first of all, by 
clinical examination and laboratory tests, to estab- 
lish to his own satisfaction two things: First, what 
is going on in the lungs (the pathology), and sec- 
ond, the cause of the inflammation. I submit that 
the same procedure is necessary in treating inflam- 
mation of the joints. Anything else is pure em- 
piricism. 

Stanford University Hospital. 


OBSTETRICS THE STRONGHOLD OF 
MEDICINE TODAY * 
By G. C. H. McPueeters, M. D., Fresno 


A plea for better, more detailed, more efficient service 
to every pregnant woman. This attention should begin 
with the little child, include the young girl at puberty, 
the adolescent girl before marriage, the young married 
woman before pregnancy, and extend throughout each 
pregnancy. This I conceive to be the true scope of 
obstetrics today. 

The non-medical public will appreciate the full scope 
of obstetrics only and when we, as a profession, all prac- 
tice real obstetrics. ‘ 

Discussion by A. Huffaker, Carson City, Nevada; John 
Tees, Reno, Nevada; Thomas A. Card, Riverside, and 
William A. Beattie, Sacramento. 


INTRODUCTION 


[t IS the purpose of this paper to present what 
the writer considers the broader scope of obstet- 
rics today, as distinct from the midwifery of the 
past, and to outline methods which every physician 
may employ in the movement for better obstetrics. 
Mere attendance at a birth, together with one or 
two postpartum visits, is no longer acceptable to 
the public we serve. The better classes of intelli- 


* Presented at the annual session of the Nevada Medi- 
cal Association, Reno, September, 1924. 
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gent people, such as we all delight to call our pa- 
tients, have learned to demand care from the physi- 
cian during pregnancy. They also expect better care 
during confinement than midwives can give, and 
finally they demand postpartum care adequate to 
the needs of mother and baby. Patients, members of 
their families and neighbors are quick to check over 
the care given by their physician, especially so if dis- 
aster occurs during pregnancy, accident at delivery, 
or any unfortunate result during the puerperium. 
This checking of services rendered too frequently 
leads to censure of the attending physician, espe- 
cially if his services have been thought to be half- 
hearted or careless. There is no class of medical 
work where the personal, whole-hearted attention 
and interest of the physician is demanded so fully 
as it is in obstetrics. Also there is no branch of prac- 
tice where there are greater rewards for the physi- 
cian’s attention if he will but give it. Therefore, 
we owe it to our confinement patients and to the 
reputation of our profession of medicine to practice 
comprehensive obstetrics, not careless midwifery. 

In this heyday of the charlatan and quack, who 
draw a large clientele even among former patients 
of the educated doctors of medicine, we are seeking 
means by which we may maintain the confidence of 
the public. This has been the subject of much seri- 
ous discussion and some pessimistic writing of late 
years. It is the secondary purpose of this paper to 
present the thought that we as physicians may main- 
tain the age-long confidence of the public in no more 
effective way than by the practice of thorough-going 
obstetrics. It is my firm belief that obstetrics is the 
stronghold of medicine. 


PROBLEMS AND TASKS 


Before stating my conception of the scope of 
modern obstetrics I wish to point out briefly our 
greatest problems and tasks. There is an annual 
maternal mortality of 15 to 21 thousand, and an 
infant mortality of about 200,000 each year in the 
United States, representing deaths of infants under 
1 year old. It is reported by some statisticians that 
the United States ranks seventh among the nations 
in infant mortality rates, and seventeenth in the list 
of nations in maternal mortality rates. Some Ameri- 
can authorities agree that very little improvement 
in maternal mortality rates has taken place in the 
United States in the last fifty years, in spite of in- 
creasing hospitalization of patients and increasing 
skill of obstetricians and other surgeons. Consider- 
able improvement has taken place in infant mortality 
figures, due to better milk and medical attendance 
for infants and children. I believe the chief explana- 
tion for a high maternal and infant mortality in the 
United States is because the medical profession has 
not taught the public the value of prenatal care and 
adequate confinement care. Every physician should 
be a teacher within his circle of influence, instruct- 
ing women that they must be physically fit before 
entering pregnancy, that they need a physician’s care 
all during pregnancy, and that they should have 
careful supervision for themselves and their infants 
during the lying-in period and the months follow- 
ing. We should teach our patients that the birth 
of a baby is a major surgical operation as impor- 
tant as any, often more serious than many, and that 
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the results of a poorly conducted confinement often 
affect the health of the mother for the remainder 
of her life. + 


SCOPE OF MODERN OBSTETRICS 


I will now outline what I believe to be the scope 
of modern obstetrics, as distinguished from the mid- 
wifery practiced in former generations and still 
being practiced by some physicians apparently indif- 
ferent to the valid claims of the pregnant patient. 
Obstetrics contemplates the woman when she was 
a little girl, since the health of the mature woman 
is often determined by the health of the little girl. 
Examples are legion, a few only are needed to make 
our point clear. The nephritis and pyelitis of in- 
fancy and childhood is now known to be far more 
common than was formerly suspected. This infec- 
tion of the renal system in childhood often persists 
through adolescence and damages the female kid- 
neys for life. We have the resulting nephritic type 
of gravida who, too often, comes to grief before 
term. Again, the tuberculous child becomes the 
tuberculous mother, who is a danger to herself, her 
child, and her husband. Again, we have the anemic, 
marasmic little girl with neglected focal infections 
who has imperfect, retarded physical development 
at puberty and during adolescence. This girl be- 
comes the thin, nervous wife, eager to do her part 
as a mother, but doomed to failure so often, even 
with all the skilled aid we can give her. We phy- 
sicians should teach the mothers who are rearing 
little girls the value of frequent examinations of 
their children, and the special problems incident to 
puberty in young girls. 

Obstetrics today contemplates also the pre-nuptial 
examinations of all girls and women to determine 
their fitness for marriage. Some states require the 
physical examinations of both parties intending mar- 
riage. Physicians should instruct parents to appre- 
ciate the advantages of physical examinations, of 
their daughters especially, before marriage. At such 
examinations the careful physician can discover neg- 
lected foci of infection in teeth, tonsils, nasal sinuses, 
middle ear, cervical glands, cervix uteri, and anal 
margins. He can estimate anemia, discover bacil- 
luria and pyuria. He can discover serious malposi- 
tions of the uterus, cysts of the ovaries, which some- 
times exist before marriage, varicose veins, and con- 
tracted pelves. He can demonstrate the daily after- 
noon temperature, which may mean incipient tuber- 
culosis or pvelitis. Lastly, he can perform the Was- 
sermann test, which should always be done before 
marriage. 

Again, obstetrics today employs the thorough phy- 
sical examination of all married women, before each 
pregnancy if possible, or at least early in every preg- 

nancy for the same reasons that we examine the 
' girl before marriage and for additional reasons. We 
should know whether the wife or expectant mother 
has acquired any foci of infection since her mar- 
riage, whether she is anemic and underweight, 
whether nausea of pregnancy exists, and whether 
syphilis or gonorrhoea is present. If not examined 
prior to their marriage, the examiner will find much 
to be done for about 75 per cent of all expectant 
mothers whom he examines. 

Obstetrics further embraces the systematic pre- 
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natal care of every gravida who presents herself at 
any period of pregnancy. This care begins with the 
head-to-foot examination’ above spoken of, includ- 
ing blood and urine tests and pelvic measurements. 
A careful history and complete record of findings 
must be kept. Time should be taken at the patient’s 
first visit to instruct her in caring for her person 
in any ways you see are needed. Tell her how to 
obtain the suitable publications of “prenatal care,” 
“infant care,” and “child care.” Give each patient 
your own outline of instructions, plainly typed or 
mimeographed. These instructions should cover the 
hygiene of pregnancy, frequency of visits to your 
office, urine tests required, diet directions, and care 
of the excretory function. A list of danger signals 
should have a place in our written directions to an 
expectant mother, such as edema, scanty urine, 
fainting, dizziness, showing of water or blood, and 
the positive direction to notify you if any such occur. 

Show the pregnant patient at her first visit that 
you really are deeply interested in her welfare, and 
then maintain that interest at the succeeding visits 
to office, or home. Encourage each patient to tell 
you how she feels. Symptoms she considers trivial 
may mean the pre-ecclamptic state to your trained 
mind. 

Prenatal care includes the eradication of all focal 
infections as far as possible, without regard to the 
presence of the pregnancy. Abscessed teeth should 
be extracted, infected tonsils removed, nasal catarrh 
actively treated, nasal sinuses drained, anemia cor- 
rected, lacerated, eroded cervices treated, and bacil- 
luria and pyuria relieved, even if cystoscope and 
ureteral catheter are needed to do so. As physicians 
we must use our influence to correct the ancient 
hearsay that a pregnant woman may not safely have 
done any treatments or operations needed. 

Prenatal care embraces also the regulation of the 
patient’s diet, especially during the latter half of 
pregnancy. Patients not instructed about diet often 
gain forty to sixty pounds during a pregnancy, and 
their babies ofter reach nine pounds or more at 
term. Babies of this size often cause dystocia, pro- 
longed labor, inertia uteri, forceps delivery, peri- 
neal and cervical lacerations and Caesarean sections 
in women whose pelvic measurements are normal 
and who might have delivered an average-sized baby 
naturally. I do not contend that we can regulate 
the size of the baby at birth by diet directions in 
all patients. Large women with large husbands, 
and sometimes small women with large husbands 
will continue to produce large babies, in spite of 
diet regulations. In general, however, the healthy 
gravida should gain not to exceed thirty pounds 
while pregnant, and her baby should weigh seven 
and one-quarter to seven and one-half pounds at 
birth. Diet for the latter half of gestation should 
be poor in starches, sugars, and fats, while bulky 
with vegetables, fruits, milk, fresh fish, eggs, a little 
lean meat, and cheese. This diet relieves the bowels, 
kidneys, skin, and respiratory system of much work 
in elimination. 

One of the refinements of prenatal care in recent 
years is the instruction of pregnant women in the 
care of the abdomen and breasts so as to preserve 
the contour and profile. The patient may prevent 
striae gravidarum by a simple system of daily mas- 
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sage of the skin of her abdomen.* Also proper mas- 
sage of the breasts during pregnancy will preserve 
their contour throughout lactation. After the period 
of lactation is over, patients may so care for the 
breasts as to restore contour, firmness, and tone. 

During the period of prenatal care the physician 
should discuss arrangements for the confinement. 
Make your patient see the importance of hospitals 
and lying-in homes as best for her and baby. If con- 
finement must be in the patient’s home, be sure 
proper arrangements can be made for delivery there. 
Above all, be sure your patient has a competent 
nurse, or experienced, reliable attendant. Do not be 
satisfied with confinements conducted in midwife 
style. Watch details and the delivery will be an 
orderly success, not a nightmare for the patient and 
a struggle for you. 

Go to your patient promptly when she calls you. 
She may not need you, but your prompt response 
assures her of your continued interest. Examine the 
abdomen and make a rectal examination—never a 
vaginal examination—at this first visit. If the pa- 
tient does not require your aid for some time, you 
may go away. But instruct the nurse or other at- 
tendant to summon you when pains are more severe, 
or when other evidences of second stage begin. Plan 
to be with the patient, actively assisting her during 
the last two hours of labor. The doctor who wishes 
to be called when the head is visible on the peri- 
neum and who rushes out (like a fireman, or police 
patrolman to his duty) to catch the baby and tie 
the cord is no better than a midwife. The ideal 
thing is for the physician to remain with the patient, 
assisting her during the whole labor. This is my 
practice. 

Such service is remembered with gratitude by the 
patient as long as she lives. Such a patient will rec- 
ommend her doctor to many of her neighbors, rela- 
tives, and friends. Patients who have profited most 
by your care will recommend you most often, and 
you in turn will profit most on account of those 
patients whom you have served the best. 

Speaking of the confinement again, we should in- 
struct the patient in the first stage of labor to avoid 
holding the breath and straining during uterine 
contractions. Patients use up their reserve strength 
in this way before the second stage begins. When 
we finally put them on the delivery table and in- 
struct them to bear down with each contraction we 
find them weak, or perhaps we have an actual in- 
ertia uteri. Many such patients require forceps de- 
livery who might have delivered naturally with 
better management from the start. 

Patients in labor should be kept in bed, except 
those rare cases where uterine contractions cease 
when the patient is lying down. The position in 
bed should be flat on the back, with the knees drawn 
up and the feet apart so that the knees support each 
other naturally, or else with a thin pillow under 
the knees so that the lumbar curve of the spine flat- 
tens out on the mattress. The patient should be in- 
structed to continue breathing during uterine con- 


* McPheeters, G. Carl H.. M. D. The Prevention of 
Striae Gravidarum, Diastasis of The Recti Muscles, Vis- 
ceroptosis and Ptosis of The Breasts in Pregnancy. 
American Journal of Obstetrics and Gynaecology, Vol 
IV, No, 2, August, 1922. 
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tractions and to relax muscles, letting the uterus 
alone contract. Patients who are highly nervous and 
unable to relax, and those who persist in straining 
during the first stage pains should receive codeine 
suhphate gr. 14, or morphine sulphate gr. % to 
quiet them. If these doses are not sufficient in any 
given case, we repeat either dose one hour later. 
Patients should void urine each hour during the first 
stage of labor. This reduces the number of par- 
turients who have bruised, irritable bladders, and 
who may require the catheter after confinement. 

We should not place our patients on the delivery 
table, as a rule, until rectal examination shows dili- 
tation of the cervix is complete. Not until then do 
we offer any anesthetic, and then only do we permit 
the patient to hold the breath and bear down. 
Nearly all patients have sufficient reserve strength 
to complete their delivery naturally with proper as- 
sistance. After delivery we choose to give our pa- 
tients obstetrical pituitrin 14 cc. in the muscle of 
the front of the thigh. We believe this hastens sepa- 
ration of the placenta, and so contracts the uterus 
that we have diminished bleeding when the placenta 
is born. A second injection of 1 cc. pituitrin should 
be given deep in the thigh muscle one hour later, 
before we leave the patient. Ergotine may be used, 
but it is more irritating and less reliable. 

Routine examination of the hearts of both mother 
and baby should be made one hour after the birth. 
Also after other routine attention to the infant we 
administer 5 cc. maternal blood subcutaneously in 
the abdominal or chest wall. This increases the 
coagulation time of the infant’s blood and thus com- 
bats cerebral and other internal hemorrhages, if such 
exist. We repeat this injection of maternal blood if 
infant shows evidences of hemorrhage later on. 


CONCLUSION 


In conclusion, I will leave it to your calm con- 
sideration that there is no physician who enters the 
hearts of his patients so deeply as the physician who 
attends the parturient woman. Two lives are in 
his hands, and the happiness of every member of the 
family. He is loved and trusted and reverenced far 
more than the doctor who renders less intimate ser- 
vices, however important they may be. Pregnancy 
and confinement are the supreme adventure of a 
woman’s life, and her personal physician is an im- 
portant party in this adventure. For years mothers 
are saying by the scores, “Doctor Jones, do I know 
him? Why he was the doctor who brought little 
James into the world!” And years later they walk 
into your office like strangers and wait for an hour 
to see you. Upon being asked to come in they say, 
“Do you remember this little boy, doctor?” And 
here is James, 5 or 6 years old. You may have for- 
gotten them, but they will never forget you! 

In summarizing, I am pleading for better, more 
detailed, more efficient service to every pregnant 
woman. This attention should begin with the little 
child, include the young girl at puberty, the adoles- 
cent girl before marriage, the young married woman 
before her pregnancy, and extend throughout each 
pregnancy. This I conceive to be the true scope of 
obstetrics today. The non-medical public will ap- 
preciate the full scope of obstetrics only and when 
we as a profession all practice veal obstetrics. Better 
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attention to obstetrics in our practice will cut down 
the serious maternal mortality and the appalling in- 
fant mortality which occurs yearly in the United 
States. Thereby we shall have more healthy mothers 
and better babies. Thereby the physician will profit 
more who better serves his patients. Thereby all 
physicians will endear themselves to the public, 
maintaining that confidence which the profession 
has always enjoyed. For these and many other rea- 
sons it will be found that obstetrics is indeed a 
stronghold of medicine today. 
1021 Mattei Building. 


DISCUSSION 


A. Hurraker, M. D. (Carson City, Nevada)—I desire 
to compliment Doctor McPheeters upon his very valuable 
paper. It represents almost pioneer work in his line. 
Since the great majority of physicians practice obstetrics, 
a careful study of McPheeters’ paper cannot fail to bene- 
fit them. It will give them ideals to which they may and 
should strive to attain. Though it might be conceivably 
difficult to secure the consent of people to some of the 
ideas suggested in the paper, especially that of pre- 
nuptial examination, it would be of great value, if such 
examinations could be made. 

I feel that I have nothing of value to add. I com- 
mend the article highly to all physicians who practice 
general medicine, including obstetrics. 


Joun Tees, M. D. (Reno, Nevada)—I have read Doc- 
tor McPheeters’ paper with both pleasure and profit. It 
is one of the most practical papers I have ever read. 
All I can add is to emphasize the importance of the 
prenatal care of the breasts and nipples, for, as a 
pediatrician, this point appeals to me strongly. 


Tuomas A. Carp, M. D. (Glenwood Block, Riverside) 
—Doctor McPheeters has stressed several factors of vital 
importance to the general practitioner, who would give 
to his obstetrical patients scientific care. It is only as we 
follow a program of prenatal, natal and post-natal care, 
such as he has outlined, that we shall be able to reduce 
infant and maternal mortality. Too little emphasis has 
been placed on prenatal care in the past. More and more 
we are realizing that such care prevents weakened organs 
from breaking under the strain of pregnancy. That the 
patient in labor is entitled to skilled care goes without 
question. Accidents of labor are bound to happen and 
the presence of the obstetrician may mean the difference 
betwen a happy family and a tragedy. 

While I agree with McPheeters that the use of mor- 
phine and its derivatives during labor may be of value, 
yet great care must be exercised that its administration 
does not come too close to the time of delivery. The 
use of nitrous oxide and oxygen during labor is to be 
commended. It may be safely used during the first 
stage as well as second stage. Nitrous oxide and oxygen 
has proved a boon to women in labor and in my opinion 
should be used more extensively. 


Wituiam A. Beattiz, M. D. (Peoples Bank Building, 
Sacramento)—Doctor McPheeters’ interesting paper may 
be read with profit by every physician. The importance 
of prenatal care, as he outlines it, cannot be over- 
estimated. Every doctor, to whom an expectant mother 
has intrusted herself, should take time to carefully outline 
a detailed prenatal program. 

I am also pleased to read that McPheeters has empha- 
sized the fact that every delivery should be considered a 
major surgical procedure. With this conception in mind, 
every possible means of contamination or infection should 
be avoided. Most strongly do I emphasize the importance 
of making no vaginal examinations during the progress 
of labor. Rectal examinations are safe, and the necessary 
information as to the progress of labor can be as readily 
determined by this method as by the former. 

In conclusion I wish to add that I believe it to be 
the important duty of every physician practicing obste- 
trics, to make a careful physical examination of the 
mother about six weeks after the delivery. 


Docror McPuHeeters (closing)—I desire to thank Doc- 
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tors Huffaker, Tees, Card, and Beattie, respectively, for 
the very kind comments on my paper. 

In reply to Card about the use of morphine and its 
derivatives during labor, I would state that I never use 
these during the last two hours of labor, but rather in 
the beginning when dilating pains are so distressing to the 
patient. The use of nitrous oxide and oxygen is ideal for 
delivery, but still impractical for most general prac- 
titioners. 

I commend Beattie’s point in making a physical ex- 
amination of every mother about six weeks after de- 
livery. This is my custom also. Much unnecessary in- 
validism results from cervical lacerations. Malposition 
of the uterus might be prevented, if each mother had 
such an examination. 


In conclusion I would say that it is my firm belief 
if we will all practice better obstetrics the medical pro- 
fession will retain its high place in the esteem of the 
public. , 


OPERATIVE TREATMENT OF ABNORMALITIES 
OF THE FIFTH LUMBAR VERTEBRA 


By AtFrep Epwarp GALLANT, M. D., AND 
Watter C. S. Koesic, M. C., Los Angeles 


Discussion by E. W. Cleary, San Francisco; C. B. Ben- 
nett, Berkeley; S. Nicholas Jacobs, San Francisco; H. D. 
Barnard, Los Angeles. 


{ UCH has been written about the subject of 
low back pain, from various standpoints. 

Our contribution is a presentation of certain ob- 
servations relative to the occurrence of sacralized 
transverse processes of the fifth lumbar vertebra and 
the operative technique for the removal of the same. 
Every orthopedic surgeon is familiar with the occur- 
rence of these abnormalities in the course of exami- 
nations of the low back and pelvis. It is an admitted 
fact that sacralization of the transverse processes of 
the fifth lumbar can be the source of many symp- 
toms in the problem of low back pain, although the 
textbooks dealing with orthopedic and spinal sur- 
gery have treated the subject quite superficially. It 
is only during the last few years that any serious 
attention has been paid to the symptomatology and 
operative measures concerning lesions produced by 
these sacralized processes. 

That this peculiar abnormality of the fifth lum- 
bar vertebra is quite common was strongly empha- 
sized by O’Reilly when he described the various 
shapes of these transverse processes. In a sympo- 
sium on low back pain from an orthopedic, gyne- 
cological, urological, neurological, and anatomic 
viewpoints, Davis casually mentioned that it was 
possible for these abnormal processes to be the cause 
of pain. Galloway, in a discussion of a paper by 
Fasset, told of his experience with an operation on 
the transverse processes of the fifth lumbar ver- 
tebra. Wright reported unsatisfactory results fol- 
lowing an operation for the removal of an imping- 
ing transverse process of the fifth lumbar vertebra. 
Goldthwait showed many variations of different 
vertebrae, but made no mention of sacralized trans- 
verse processes. Straub presented a very comprehen- 
sive list of the causes of backache and admits of 
the condition of sacralized transverse processes, plac- 
ing them in the class of congenital anomalies, where 
they rightfully belong. 

Benassi does not ascribe a congenital origin to 
these abnormal processes, but stresses the fact that 
possibly they may be due to lumbosacral rickets or 
to chronic inflammatory changes in the bony, articu- 





September, 1925 


lar and ligamentous structures already invaded by 
rickets, or that they may follow some traumatic 
condition producing pseudosacralization. 

Bauman considers the presence of an abnormally 
shaped transverse process worthy of much consid- 
eration and to be the cause of pain in the lumbo- 
sacral region. He reported the results of twenty 
operated cases, nine of which were performed on the 
transverse processes of the fifth lumbar vertebra. 
Quoting from his paper: ““These cases are presented 
to emphasize the frequency of transverse process 
lesions as a cause of definitely localized pain in the 
back, with accompanying lumbosacral neuritis.” In 
this paper there is a-photographic reproduction of 
a very beautiful dissection of the nerve and bony 
structure of the lumbosacral region, showing very 
clearly how a lesion in that region can produce pain 
when there is a disturbance due to fractures, arthri- 
tis, or other causes. 

Willis presents a very interesting study of the 
subject of vertebral anomalies, but does not dwell 
very much on the sacralization of the fifth lumbar, 
although he discusses the removal of these processes 
with and without good results. 


ETIOLOGY 

Piersol attributes this abnormal condition to an 
excessive development of the costal element either 
on one side or the other. True as this statement may 
seem, the question why this abnormal development 
takes place still remains unanswered. There was no 
explanation of this phenomenon of sacralization in 
any of the papers examined. 

We admit the congenital development of this ab- 
normal condition and wish to offer an acquired 
cause which takes place later in life and may be due 
to pathological causes or fractures. 

In reviewing the writings of the various authors 
mentioned, with the exception of Benassi, there does 
not seem to be a clear differentiation between an 
anatomic and a roentgenological classification of 
these abnormal processes. 

Sacralization, according to Benassi, in an ana- 
tomic sense, is the existence of surface contact be- 
tween the two or three bony structures, which will 
be later mentioned, is quite distinct from sacraliza- 
tion in roentgenographic or clinical parlance, i. e., 
abnormal narrowing of the ileolumbosacral space, 
with resultant formation of more or less complete 
supplemental foramen, and this latter type is desig- 
nated by him as pseudosacralization. Benassi’s clas- 
sification is as follows: 


1. True or complete sacralization in which there 
is articular contact on the surface or else complete 
bony fusion of the fifth lumbar with the sacrum 
and ilium, with the formation of a supplementary 
foramen. 


2. Incomplete sacralization when the union oc- 


curs only with the sacrum. 

3. Pseudosacralization, which means that there 
was originally a large process which later, due to 
pathological changes such as calcification or thicken- 
ing of the ligamental structures, irritative exostosis, 
trauma producing an osteoperiostitis, fracture, pos- 
sible rotation of the fifth lumbar vertebra with the 
production of an irritative hypertrophy of the end 
of the transverse process or possible bursitis. 
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These sacralized processes may be either unilat- 
eral or bilateral. When we consider the etiology of 
the pain produced by these three divisions of sacrali- 
zation, it will be necessary to consider the mech- 
anism of the lumbosacral region in order to make 
our point clear. In viewing the lumbosacral region 
from an anteroposterior position, we are able to see 
the presence of these abnormal processes and their 
relationships; yet we think it better to consider this 
region laterally or in profile. You are all familiar 
with the shape of the lumbar curve and the relation 
of the fifth lumbar vertebra to the sacrum in this 
curve. We find that the fifth lumbar vertebra lies 
below the highest point on this curve which we 
placed between the third and fourth lumbar verte- 
brae. The body of the fifth lumbar vertebra points 
somewhat downward, and with any type of sacrali- 
zation it is safe to assume that a lesion can be pro- 
duced when there is a disturbance between either the 
fifth lumbar vertebra, sacrum or ilium, granting 
that with an incomplete sacralization of the fifth 
lumbar vertebra on one side or the other and with 
a rather high or prominent projection on the wing 
of the sacrum, it is possible to have a lesion pro- 
duced when sufficient force causes that incomplete 
sacralization to change its relationship to the ilio- 
lumbosacral space, either by ligamentous strains or 
tears or fractures. In completely sacralized trans- 
verse processes trauma may play a part in fractur- 
ing one or both of these processes, and with the ad- 
vent of callus formation the iliolumbosacral space 
may become narrow in its diameter, involving the 
ligamentous and nerve structures which are in close 
relationship to the parts affected. When there is a 
unilateral complete sacralization it is possible to dis- 
turb the sacroiliac joint on the opposite side, and 
we have seen several cases where this phenomenon 
has occurred. Such conditions as scoliosis, lordosis, 
congenital defects of the spinous processes of the 
fifth lumbar vertebra aid in producing a lesion when 
there is either a unilateral or bilateral sacralized 
transverse processes. 


Of all the papers examined, Benassi is the only 
one who makes allusion to the iliolumbosacral space, 
which is a very important factor in this problem. 


As a final consideration of the mechanism of the 
pain produced by this abnormality, Moore says it is 
due to the following: 


1. Pressure on the soft parts (muscles or liga- 
ments) between the transverse process and the ilium. 

2. Irritation or arthritis of abnormal bursae or 
joints. 

3. Strain of the sacroiliac and lumbosacral joints, 
due to leverage of the transverse process. 


4. Stretching or pressure on the nerves of the 
lumbosacral plexus. 


These reasons, as given by Moore, are perfectly 
logical and can be demonstrated in a study of the 
radiographs, in which there is sacralized transverse 
processes. Before turning to the discussion of the 
symptoms, we admit that it is possible to have 
sacralized transverse processes without symptoms, 
yet the symptomless conditions are, without doubt, 
potential elements in the production of lumbosacral 
pain if the relationship of the structures in this re- 
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gion are disturbed. Traumatism is an important 
factor in the history of these conditions. Many pa- 
tients who come seeking relief from low back pain, 
lumbago, and sciatica give a history of gynecologi- 
cal and abdominal operations without relief of 
symptoms show these abnormalities when examined 
with the x-ray. There is no age limit specified by 
any writer when one can expect trouble from these 
abnormalities. 


SYMPTOMATOLOGY 


Gordon places lumbosacral pain as the most con- 
spicuous symptom. This pain may be unilateral or 
bilateral. In unilateral cases it may sometimes be 
referred to the opposite side, but its greatest inten- 
sity is on the sacralized side. In bilateral cases the 
pain may extend to the knees or ankles, producing 
a terminal neuritis at the distal portion of the sciatic 
nerve. Changes in the standing or sitting postures 
may aggravate this pain. There is a characteristic 
attitude of standing and walking so that the patient 
may list to one side, similar to that posture some- 
times found in sacroiliac disturbances. There may 
be an asymmetry in the sacro-iliac region and a pos- 
sible scoliosis in the lumboscral region when there 
is a unilateral transverse process. The lumbosacral 
pain may sometimes be chronic or intermittent and 
aggravated by such twisting movements, playing 
golf, or attempting to reach upward. This pain may 
follow the course of the anterior crural, obturator 
and superior gluteal nerves, or it may be confined 
locally to the region of the transverse process. There 
may be an atrophy of the muscles of the leg of the 


affected side in severe cases. The sacroiliac region 
may show no pain, but there may be definitely local- 
ized pain just about this region. Lastly, a history of 
lumbosacral pain at night, due to a neuritic or 
arthritic lesion in this region, may be elicited. 


EXAMINATION OF THE PATIENT 


The physical examination should be made with 
the patient stripped and careful attention paid to the 
movements of the spine in the region of the lower 
back, and also to the postural attitude of the patient. 
Anteroposterior stereoscopic and lateral roentgeno- 
grams of the lumbosacral and pelvic regions should 
be made. 


DIFFERENTIAL DIAGNOSIS 


Under the head of differential diagnosis, one must 
consider faulty posture, lumbar scoliosis, spondylo- 
listhesis, osteoarthritis, lumbar Potts’ disease, sacro- 
iliac disturbances, flatfeet with secondary back 
strain, hyperthropic arthritis in the region of the 
hip-joint, and the presence of old fractures of the 
articular processes of the fifth lumbar vertebra. 


Owing to the limited amount of time allowed, it 
will be necessary to cover a large amount of ground 
in a few words. The operation, as we have modi- 
fied it, seems to present very few difficulties, and in 
our opinion is as safe as the ordinary abdominal 
operation. We have seen a large number of cases 
treated by conservative measures over periods of 
years, and we feel that the removal of the process 
is justifiable where these measures have failed to 
give relief. 

The method of exposure must be determined from 
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information furnished by stereoscopic x-rays; this 
not being available, a number of oblique x-rays, 
taken from different angles, must be read. 


There are several skin incisions advised. by other 
men, but we feel, after trying modifications of them 
all, that an incision beginning one and one-half 
inches above the center of the crest of the ilium, 
curving backward at the same distance above the 
iliac crest and ending at the second prominence of 
the sacrum in the midline fulfils all requirements. 
The incision is carried through the superficial facia, 
and the flap is laid back laterally by knife dissec- 
tion. After controlling hemorrhage, which is easily 
done, an incision is made through the lumbar-poneu- 
rosis along the crest of the ilium down to the bone, 
from about two inches above the posterior-superior 
spine to one inch below it. The lumbar muscles are 
reflected subperiosteally until the transverse process 
is reached. The retractors are then inserted into the 
wound, and the transverse process is brought into 
the field by pushing the muscles toward the midline. 


As will be seen from the slides presented, the 
operation is easier in the female type of pelvis than 
in the male type, because the transverse process of 
the fifth lumbar vertebra is more nearly on a level 
with the crest of the ilium and the space is greater. 
In the male type of pelvis, it is usually necessary to 
strip the gluteal muscles and remove a segment of 
bone two inches long by one inch wide from the 
ilium at level of the process, making the approach 
easier (after the manner described by Beveridge H. 
Moore, in “Joint and Bone Surgery,” April, 1923). 
We have operated on one case where the pressure 
of the transverse process against the ilium was great 
enough to push this bone segment one-quarter inch, 
or more, laterally as soon as it was freed. The proc- 
ess having been exposed and the posterior border 
having been cleared of soft parts, the wound is 
packed with hot saline gauze to check the oozing. 


Formerly, it was our custom to remove the trans- 
verse process subperiostially and then remove as 
much of the periosteum as possible afterwards. This 
was very difficult and was followed by untoward 
results in one case, the patient having a haematoma, 
which caused paralysis of the anterior crural nerve. 
Fortunately, this condition has almost entirely dis- 
appeared. 


It was suggested by one of our associates that 
the transverse process be removed, together with the 
periosteum, by freeing the process from soft parts 
with the finger, while the hands of the assistant 
were held on the muscles of the thigh, to give warn- 
ing when the nerves were being impinged upon. 
The slight pressure of a blunt instrument, or finger, 
on the nerve containing tissue will immediately 
stimulate the nerve and cause muscle contraction. 
In this way, our assistant can tell us exactly of any 
nerve impingement. Since we have adopted this 
method of procedure, we have had no trouble in 
removing the process, nor have we had any un- 
toward results. 

After the soft parts are carefully stripped from 
the periosteum with the finger, the iliolumbar liga- 
ments attached to the front lower part of the process 
must be freed with scissors. In our opinion, this is 
the dangerous part of the operation, as it is in rela- 
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tion with the psoas major in front, and it is in this 
muscle, at varying depths, that the nerves and blood 
vessels most easily damaged run. We have found it 
advisable to put the finger down, above and in front 
of the process and, after freeing the soft parts in 
this location, to take a sharp osteotome and sever 
the process vertically in its mesial one-third. This 
must be done very carefully. Where the sacraliza- 
tion is of the true type, it is necessary to free either 
iliac or sacral attachments and then, with the care- 
ful use of the Mayo scissors, the iliolumbar liga- 
ment is severed after carefully testing each portion 


of the tissue with the blunt point of the scissors or 
Brisco coil. 


Following the untoward result mentioned above, 
we became very cautious and decided that it might 
be possible, in some cases, to enlarge the iliolumbar 
sacral space in complete sacralization by simply 
chiseling off the lower border of the enlarged proc- 
ess and not removing the process. While the case 
thus operated upon has been entirely free from 
symptoms for over a year, x-rays taken at the pres- 
ent time are showing a bone regeneration, and we 
believe it will only be a matter of time until the 
symptoms again appear. It will be interesting to 
note at this particular time that this patient sus- 
tained an injury seven years ago while lifting can- 
non during one of the numerous Servian wars, and 
has had symptoms such as Dr. Gallant mentions 
ever since, although he was treated by several of 
the best orthopedic surgeons on the continent and 
in the United States. In addition to the above symp- 
toms, he had a complete loss of sexual function. 
Following the operation, his pain entirely disap- 
peared in four days and the sexual function has been 
slowly returning. 


The closure is made by stitching the edges of the 
periosteum together over the crest of the ilium with 
No. 2 chromic catgut. Where a segment has been 
taken out of the ilium, it may be replaced. The skin 
is closed in the usual manner, with a drainage tube 
through the flap to prevent pressure from bleeding. 


The after treatment consists of rest in bed. A 
plaster paris jacket, which is left on for two weeks, 
or the Bradford frame may be substituted if the 
patient is very heavy. Following this, a Taylor 
brace or leather corset is worn for four or five 
months, as a matter of protection. Physiotherapy is 
started as soon as possible. The last four patients 
we operated upon were able to leave the hospital, 
with a brace and walking, on the tenth day, free 
from all pain. 

In conclusion, we would say that: 


1. The incidence of sacralized transverse process 
of the fifth lumbar vertebra is more common than 
has been supposed. 


2. It is possible to have a symptomless enlarged 
transverse process, or an enlarged transverse process 
may give symptoms early or late in life. 

3. An enlarged transverse process may give no 
symptoms until a jolt, or other injury, is sustained. 

4. Changes in the relationship of sacralized trans- 
verse process can produce pain which has been incor- 
rectly diagnosed. 


5. After conservative measures have failed, we 
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feel that removal of the transverse process is justi- 


fiable. 


6. The technique described should give uniformly 
good results if carefully carried out, and the diag- 
nosis is correct. 


7. Pain disappears almost immediately following 
the operation, and the scoliosis, if present, in about 
six months. 


8. We are as yet unable to draw definite conclu- 
sions as to the final outcome. The first case we 
operated—two and a half years ago—has remained 
symptomless, and the others, done at intervals, with 
the exception of the one in which we had the un- 
toward result, are apparently cured. A longer 
period of observation is necessary to determine the 
final outcome. 


Van Nuys Building. 
DISCUSSION 


E. W. Creary, M. D. (177 Post Street, San Francisco) 
—wWe are much indebted to Doctors Gallant and Koebig 
for presenting to us so ably the results of their study and 
experience in cases of low back pain associated with 
abnormalities of the fifth lumbar vertebra. 


It is evident that they have been at great pains to 
perfect the technique of operation for removal of a sacral- 
ized transverse process and have carefully selected their 
cases for operation. These factors, no doubt, account for 
the encouraging results they have obtained. 


I have seen so many cases of pain and soreness in the 
lumbo-sacral region in which the x-rays revealed no 
abnormalities of bone structure and, on the other hand, 
have happened upon so many instances of definite bony 
anomalies, in this region, in individuals who have never 
had a symptom or a sign of low back pain, that I have 
found it difficult to convince myself that the anomalous 
process is often the cause of the pain. It is, perhaps, for 
this reason that, although I have seen and have treated, 
conservatively, a number of cases of lumbo-sacral pain 
associated with anomalous transverse processes, I have 
not accumulated a series of operated cases. 


The disability from lumbo-sacral pain is so considera- 
ble and the conservative treatment often so slow in ac- 
complishing even indifferent results, that an operation 
which promises prompt and complete relief, even in a 
small percentage of such cases, is received with enthu- 
siasm. 

The dangers are that possible complications, through 
injury of important structures lying adjacent to the opera- 
tive field, may be held too lightly, and that cases for op- 
eration may not always be selected with the wisdom that 
is indicated by the results reported in this article. 


C. B. Bennett, M. D. (1122 University Avenue, Berke- 
ley)—The subject of the proper treatment of lower back 
pains is extremely important as the condition is one of 
our commonest ills and often one of our difficult problems. 
Any contribution to our knowledge, therefore, is cer- 
tainly welcome. Since the lower lumbar region is quite 
flexible and at the same time must sustain the entire 
weight of the upper part of the body together with any 
object carried in hands or on back, it is easy to realize 
how slight anatomic variations, congenital or acquired, 
might cause considerable disability, especially as use of 
this part of the body is required in practically every form 
of activity. The importance of variations in the trans- 
verse processes of the fifth lumbar veretebra in scoliosis, 
back strains, sciatic nerve pains, etc., is well known. The 
application of body casts, back splints, corsets, adhesive 
strappings, together with diathermy, etc., have proven of 
great service, and many cases of back pains, even in the 
presence of sacralized fifth lumbar vertebrae have ob- 
tained complete relief by simply the correction of faulty 
posture. However tempting a surgical operation may 
appear, I think that a thorough trial of the established 
procedures by those competent in orthopedic work should 
first be attempted, as the vast majority of cases can thus 
be relieved. Those who, however, are not thus helped, 
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must of necessity turn to more radical means. I have had 
no personal experience with the operation mentioned 
here, but am much impressed with the excellent results 
reported, and can only hope that like results may be 
obtained by thése following the technic given. 


S. NicHoLas Jacoss, M. D. (209 Post Street, San Fran- 
cisco)—There is no doubt of the increasing importance as 
to the proper handling of cases showing abnormalities of 
the fifth lumbar vertebra and particularly those cases 
with sacralization, either unilateral or bilateral, showing 
symptoms. That it is a rather common condition, which 
heretofore has been quite generally overlooked, especially 
in those presenting themselves with symptoms of lower 
back strain, is well shown by the answers to several 
questions which I put to Doctor Howard Ruggles. 

He informs me that of all cases roentgenologically 
examined in their offices in which the lower spine ap- 
peared, regardless of the purpose for which the examina- 
tion was made, over 10 per cent showed sacralization of 
the fifth lumbar vertebra, either partial or complete. Fur- 
thermore, about one-half of the cases showing sacraliza- 
tion are so-called “pick-ups,” that is, accidental discovery 
of the condition during routine examination, and com- 
prise many who have not shown any symptoms referable 
to the lower spine. He has found sacralization quite 
commonly present in children as well as in adults, the 
youngest at three years of age and with no evidence 
roentgenologically in these children of a previously ex- 
isting rickets, which might be considered as an etiological 
factor in the production of sacralization as has been 
claimed by some authors. 

He has also found the sacralization as common or even 
more so in those other than working people, in whom we 
would more naturally expect to find, because of the na- 
ture of their work, chronic inflammatory changes in the 
lower spine; and this does not bear out the theory of the 
etiology, as claimed by other authors, as being associated 
with chronic inflammatory changes in the bony and articu- 
lar surfaces of the lower spine. 

Taking the above into consideration, it leaves little 
doubt as to the congenital origin of these abnormal trans- 
verse processes. 

As to the indications for operation, time alone will tell 
us in just which type of cases we can expect relief of 
symptoms by operation. I wish particularly to empha- 
size the fact that in the presence of sacralization on one 
side, which produces fixation, there results an abnormal 
mobility on the opposite side and an abnormal suscepti- 
bility to injury which is very often the cause of a stub- 
born sciatica. In these cases removal of the sacralized 
transverse process relieves symptoms by re-establishing 
mobility. 

H. D. Barnarp, M. D. (2417 South Hope Street, Los 
Angeles)—Anyone who is called upon to struggle with 
the problems concerned in obtaining benefit in the treat- 
ment of patients suffering with low back pain will watch 
with interest the results obtained by the operative treat- 
ment of abnormalities of the fifth lumbar. The very 
complicated nature of the etiology of these low back 
syndromes and the exact role which is played by these 
so-called sacralized conditions of the last lumbar verte- 
bra make the treatment far from an exact science in my 
judgment. Definite proof as to whether these sacralized 
fifth lumbar are entirely causative, or only contributory, 
or only predisposing; whether pain is produced by in- 
flammatory reaction as result of trauma; just what the 
element of nerve pressure is; just what cases develop 
the inflammatory bursitis between the iliac crest and the 
transverse processes; what the relation is between a 
stabilized transverse process on one side, and the normal 
mechanism concerned in the joint action on the other; 
the relationship, if any, of the forward displacements of 
the fifth lumbar which are being demonstrated with 
much more frequency; whether these abnormalities of 
the fifth lumbar cause sacro-lumbar trouble or sacro- 
iliac, or a combination of both—even these are not all 
of the questions which must be answered more definitely 
before this surgical proceduce can be put on a clear-cut 
status where the indications and contra-indications will 


be generally accepted. The percentage of cases is com-. 


paratively low where it is possible to accurately diagnose 
the exact location of the cause of the low back pain or 
sciatic irritation, whether it be sacro-iliac or sacro-lum- 
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bar, or a combination of both, either with or without the 
so-called sacralization of the fifth lumbar, partial or 
complete. The points of differential diagnosis, while 
comparatively definite as described by certain authors in 
the literature, are far from infallible. Certain cases ob- 
viously localized beyond a question of a doubt in the 
sacro-iliac joint, have, in our experience, done nicely 
after the arthrodesis operation described by Smith-Peter- 
son. Likewise fusion of the last lumbar to the sacrum in 
certain types of lumbo-sacral trouble has proven equally 
satisfactory in our hands. 

To just what extent the resection of the transverse 
process of the fifth lumbar will stand the acid test of 
time is highly problematical in my judgment. This doubt 
is only made more profound when we consider the dis- 
concerting data which each of us must encounter in our 
actual experiences of the variable results, both successful 
and otherwise, which accompany the different types of 
treatment for these low back conditions, a certain per- 
centage of which must fall into the class of abnormalities 
of the fifth lumbar under special consideration in the 
above papers. 

Doctor GALLANT (closing)—In reviewing the criti- 
cisms of the men who were kind enough to discuss this 
paper, we admit that this operative procedure, for the 
correction of the conditions under consideration, is a 
difficult one and should only be done in properly selected 
places. We feel that after all conservative measures 
having been tried for a sufficient length of time and 
failing to obtain satisfactory results that such operative 
measures are justifiable. We are well aware that dire 
results can easily follow surgical measures, particularly 
in the region of the fifth lumbar vertebra and sacrum 
and feel certain that if the technique described in this 
article is carefully followed the results ought to be good. 
We know that it is a big problem and a difficult one, 
especially from an industrial standpoint, and if a small 
percentage of cases can be relieved we still feel justified 
in resecting these transverse processes. We know of 
one instance at the Los Angeles General Hospital in 
which all conservative measures were employed and 
failed to obtain good results. This patient had a unila- 
teral transverse process resected and four days after- 
ward was absolutely free of pain and able to walk about 
the ward. His post-operative recovery was uneventful 
and to date has had no return of symptoms. In closing, 
we wish to express our thanks to the men who have 
so kindly discussed this paper. 


FUNCTIONAL TESTS OF HEARING 


By Isaac H. Jones, M. D., Los Angeles 
AND VERN O. KNupsEN, Ph.D., Los Angeles 


A discussion of present methods and the announce- 
ment of the success of the more recent Audio-Amplifier. 


Discussion by Frank A. Burton, San Diego; W. E. 
Waddell, Los Angeles; Anna B. Lefler, Los Angeles; 
H. G. Merrill, Provo, Utah. 


T SEEMS to me that we have a unanimous 

opinion on one subject—our dissatisfaction with 
the functional tests of hearing. It may be urged 
that we could do better work in our auditory tests 
if we were to make full use of our present available 
methods of testing. However, the fact remains that 
the records of our work in daily practice are apt to 
show very meager data. Perhaps this is due, not so 
much to a lack of interest, as a lack of the time 
which is necessary in order to go through with 
various tests. 

Our present available tests include the conversa- 
tional voice, the whisper, the ticking of a watch, 
tuning-forks of different tones, and the Galton 
whistle. Of these commonly employed tests, those 
which most nearly approach accuracy are certain 
tests made with the tuning-forks. These include: 


(1) The determination of the relation of air-con- 
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duction to bone-conduction; (2) the test of the rela- 


tion of bone-conduction to normal; and (3) the 
Weber test. 


Although these tests give valuable information, 
there are disturbing factors. It requires so much 
time to wait until the tuning-fork has ceased to 
vibrate—only to find out that the patient did not 
understand what we were doing and making it 
necessary to repeat the procedure. In addition, all 
tuning-forks are of different physical characteristics ; 
no comparison can be made from time to time unless 
the same examiner re-examines with the same tun- 
ing-forks; even then tuning-fork tests are subject to 
uncertainties which arise from one’s inability to 
strike the tuning-fork each time with an equal blow. 


Most of the tests are at best extremely crude and 
inexact. Tests made with the ticking of the watch 
or with the whisper or conversational voice are even 
more uncertain than the tuning-fork tests. 


We all recognize the many limitations as outlined 
above. We might perhaps summarize our dissatis- 
faction as follows: 


1. It requires a great deal of time and patience 
to conduct complete functional tests of hearing with 
the present methods. It would be highly desirable 
if one could attain simplicity and speed as well as 
accuracy. Only too frequently the busy practitioner 
finds himself making only a cursory examination. 


2. Because of the lack of precision in these tests 
it is difficult to determine the effect of any treat- 
ment that we might undertake. After a removal of 
tonsils, or after a submucous resection of the sep- 
tum, or after prolonged treatment of the eustachian 
tube by inflation or the bougie, we are naturally con- 
cerned to know whether the patient’s hearing is im- 
paired. We need a “yardstick” of measurement. I 
think that we have all felt at times that our main 
standard has been the temperament of disposition 
of the patient. If the patient is an optimist he will 
tell us that he is much improved. If he is a pessi- 
mist he will tell you that he is no better or worse. 
Even in prolonged observation of a deaf patient, 
unless gross changes occur, either for the better or 
for the worse, it is difficult to draw any exact con- 
clusions as to the status of the hearing defect. 

3. We all deplore the absence of any standard 
method of recording the results of the measure- 
ments made by the tuning-fork or other present 
tests. Custom has already standardized the vestibu- 
lar tests, even though they are so very recent. By 
following the same technique, the physician may 
compare his vestibular findings with those of an- 
other examiner in another city on a different date. 
It is quite a contrast when we receive a letter from 
some other otologist regarding the tests of hearing 
that he has made. At times we wonder if there are 
not almost as many methods of recording functional 
tests of hearing as there are otologists. 


4. Present methods do not furnish a basis for pre- 
scribing the type of artificial aid for hearing to meet 
the needs of any given individual. 

Recent attempts have been made to overcome 
these serious inadequacies. This has been made pos- 
sible because of the vacuum tube or Audion bulb. 


It has two principal uses: as an oscillator and as an 
amplifier. 
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Its use as an oscillator is the basis of the audiome- 
ter. Much work has been done in the perfecting 
of audiometers, particularly by the splendid work of 
research engineers of the Western Electric Com- 
pany. With the audiometer it is possible to test the 
patient for representative tones throughout the en- 
tire range of audibility. These tones may then be 
reduced in loudness to the point of minimal audi- 
bility. This provides an exact quantitative measure- 
ment of the patient’s auditory acuity, in compari- 
son with an established normal. In addition, the 
results of such an examination can be charted with 
precision. Such charts show the quantitative defect 
for all tones throughout the range of hearing. 


The other feature of the Audion bulb, the am- 
plification of sounds, such as the conversational 
voice, has been utilized in an instrument, designed 
by Professor Knudsen and the writer. For want 
of a better name we have called it the “audio- 
amplifier.” This instrument consists of a speech am- 
plifier, a device for quantitative tests of bone-con- 
duction, a noise apparatus and an audiometer. The 
main feature of the instrument is that it makes 
double use of the same apparatus. There are two 
Audion bulbs. By turning a key in one direction, 
these two vacuum tubes are used as amplifiers for 
the conversational or whispered voice. Between the 
second bulb and the ear of the patient there is a 
volume control. By throwing the key in the oppo- 
site direction, the first bulb is then used to produce 
oscillatory currents. These oscillatory currents are 
carried through the second bulb, which serves as an 
amplifier, and then through the same volume con- 
trol to the ear of the patient. 

The amplifier makes a direct test of the sensitive- 
ness of the cochlea very quickly. It is possible to 
make a differential diagnosis between perceptive and 
obstructive lesions, and also to make an approximate 
quantitative measurement of the, auditory acuity of 
each ear. This test is very simple and requires only 
one or two minutes for its completion. The exam- 
iner simply speaks a few words into the input of 
the amplifier and then adjusts the nature of the 
amplification until the speech sounds are best heard 
by the patient. He then reduces the loudness, by the 
volume control, until the patient can no longer un- 
derstand the conversation. The degree of the hear- 
ing defect is then indicated by the dial on the 
volume control. 

In testing for hysterical hearing disturbances or 
malingering, the conversational voice can be sud- 
denly directed from one ear to the other by an elec- 
tric switch. 

In presenting this instrument for your considera- 
tion, Professor Knudsen and I will be very appre- 
ciative of any criticisms. Personally, I want to take 
this opportunity of expressing appreciation to Pro- 
fessor Knudsen for the many months of work that 
he has devoted to this subject. So far as I am per- 
sonally concerned, the instrument that he has made 
meets practically every need that I can think of in 
daily routine practice. I rather expect the principal 
use of this instrument in my hands will be the am- 
plifier portion—simply putting the receiver to the 
ears of the patient, carrying on a short conversa- 
tion, and determining whether it is obstructive or 
perceptive deafness and the rough quantitative meas- 
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urement of the percentage of hearing defect in each 
ear. Not only is it helpful to be able to do this in 
a minute or two, but we find that the patient re- 
sponds with miore interest to conversation than to 
the mere production of certain tones. On the other 
hand, it is a great satisfaction to have, in the audi- 
ometer portion, an instrument that is capable of 
making very precise and exhaustive tests in selected 
cases. 


CONSIDERATIONS FROM THE STANDPOINT OF 
PHYSICS 


By Vern O. KnupseEn, Ph.D. 


University of California, Southern Branch, Depart- 
ment of Physics 


Hearing Impairments—Hearing impairments are 
classified by otologists under two general types: con- 
ductive and perceptive. 


Conductive impairments result from changes in 
the external and middle ears which diminish the 
transmission efficiency of the conductive mechanism. 
These impairments, in general, consist of an obstruc- 
tion in the external auditory canal or a fixation of 
one or more of the moving parts in the middle ear. 

From the standpoint of physics, it is a simple 
problem to pre-determine what the physical charac- 
teristics of these obstructions or fixations will be. 
An obstruction in the external auditory canal closes 
the “door” to the middle and internal ears. Expe- 
rience, supported by physical measurements, demon- 
strates that shutting the door to the music room 
will diminish, nearly equally, tones of all pitch 
which enter an adjacent room. One would predict, 
therefore, that such obstructive deafness should be 
characterized physically by a uniform diminution of 
the hearing acuity for tones of low, medium or high 
pitch. Precise audiometric measurements confirm 
this prediction. 

The physical characteristics of fixation impair- 
ments are not so simply explained as those for ob- 
structive impairments. In order to appreciate the 
physical characteristics of an impairment of fixation 
it will be necessary to keep in mind two factors: 
First, tones of low pitch must possess much more 
sound energy than tones of high pitch to elicit sen- 
sations of equal loudness. Thus, a tone of 64 double 
vibrations per second must possess 10,000 times as 
much energy as a tone of 1024 double vibrations 
per second if the two are to produce equal loud- 
ness sensations in a normal ear. Second, tones of 
low pitch must have much greater amplitudes of 
vibration than tones of high pitch if the two are to 
possess equal amounts of sound energy. Thus, a 
tone of 64 double vibrations per second must have 
an amplitude 256 times as great as a tone of 1024 
double vibrations per second for the two tones to 
possess equal amounts of sound energy. Both of 
these factors conspire to.require gross movements of 
the conductive mechanism of the middle ear for 
tones of low pitch and only infinitesimal movements 
for tones of high pitch. Thus, if the two tones con- 
sidered above are to produce equal loudness sensa- 
tions, the 64 d. v. tone will require displacements 
of the stapes 25,600 times greater than those for 
the 1024 d. v. tone. One would predict, therefore, 
that fixation deafness should be characterized phy- 
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sically by a great diminution of the hearing acuity 
for tones of low pitch, and by only a very slight 
diminution for the tones, of high pitch. Precise 
audiometric measurements also confirm this pre- 
diction. 

Perceptive impairments of the most common type 
result from changes within the cochlea or eighth 
nerve. On the basis of any resonance theory of audi- 
tion (and it seems to the writer that a resonance 
theory is the only tenable one) those portions of the 
tectorial or bassilar membranes which respond to 
tones of high pitch will be the most delicate parts 
of the vibrating structure, and will also be subject 
to greater tension than those portions which respond 
to tones of low pitch. It is reasonable to expect, 
therefore, that pathologic changes within the coch- 
lea should produce greater destruction among the 
delicate and tightly stretched portions of the vibrat- 
ing structure than among the relatively gross and 
slightly stretched portions. Hence, one would pre- 
dict that perceptive deafness of the type here de- 
scribed should be characterized physically by a great 
diminution of the hearing acuity for tones of high 
pitch and by a lesser diminution for the tones of 
low pitch. This prediction is also confirmed by pre- 
cise audiometric measurements. 

From the above physical considerations there are 
three outstanding types of deafness, each of which 
possesses definite and distinct physical characteris- 
tics. To summarize, obstructional deafness is char- 
acterized by a diminution of the hearing acuity for 
tones of all pitch, fixation deafness is characterized 
by a great diminution for tones of low pitch and 
only a slight diminution for tones of high pitch, and 
perceptional deafness is characterized by a very great 
diminution for tones of high pitch and a lesser dimi- 
nution for tones of low pitch. 

Conductive impairments produce partial deafness 
because insufficient sound energy reaches the coch- 
lea. Perceptive impairments produce partial or total 
deafness because the sensitiveness of the receptive 
apparatus within the cochlea has been dulled. Ap- 
propriate amplification of speech or music will re- 
store hearing for those who have conductive impair- 
ments, whereas the amplification of speech or music 
will in general only overwork the already weakened 
receptive apparatus of the cochlea for those who 
have advanced perceptive impairments. For those 
who have only a slight perceptive impairment, it is 
probable that appropriate amplification may improve 
normal hearing. 

The above considerations constitute the basis 
upon which the amplifier portion of the audio- 
amplifier is designed. The amplifier is designed to 
give (1) uniform amplification of all the frequency 
components of the conversational voice, (2) great 
amplification of the low frequency components of 
the conversational voice with only slight amplifica- 
tion of the high frequency components, and (3) 
great. amplification of the high frequency compo- 
nents of the conversational voice with a lesser am- 
plification of the low frequency components. These 
three types of amplification are the types required 
to correct obstructive, fixation, and, in some in- 
stances, perceptive impairments, respectively. 

For convenience of notation and description, these 
three types of amplification will be called (1) “uni- 
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form amplification,” meaning that tones of all pitch 
are amplified equally, (2) “low pass amplification,” 
meaning that the tones of low pitch are given a 
large amplification, and as we go up the scale of 
pitch the amplification becomes increasingly less and 
less, and (3) “high pass amplification,’ meaning 
that the tones of high pitch are given a large ampli- 
fication, and as we go down the scale of pitch the 
amplification becomes increasingly less and less. 

These three types of amplification are attained by 
introducing what is known as a corrective circuit 
between the two stages of the vacuum-tube ampli- 
fier. This corrective circuit consists of an induc- 
tance, a capacitance, and a resistance. These are so 
arranged that, by throwing a key in one direction, 
the capacitance and resistance are connected in series 
across the input of the second vacuum tube. This 
provides a low-pass amplification. By throwing the 
key in the opposite direction, the inductance and 
resistance are connected in series across the input of 
the second vacuum tube. This provides a high-pass 
amplification. By leaving the key in the neutral 
position the corrective circuit is out, and in this 
manner uniform amplification is obtained. 

The selective amplification we have just described, 
and the physical characteristics of the three types of 
hearing impairments described above, suggest the use 
of selective amplifiers for correcting hearing defects. 
Dr. Jones and the writer are at present working 
on the design of an artificial aid to hearing, the 
“magnaphone,” which is based upon this principle 


of selective amplification. The audio-amplifier is 
used for “writing the prescription” for the magna- 


phone for each individual patient. The audiometer 
portion of the instrument is used for charting pre- 
cisely the acuity of hearing for each ear. ‘These 
charts then indicate the amount and nature of the 
amplification necessary to restore the patient’s hear- 
ing to normal, provided the defect is of a correc- 
tible type. Then, by use of the amplifier portion 
of the audio-amplifier, the patient can be shown 
right at the time of examination what help he may 
expect from the use of such an instrument. 

These developments, and the developments of our 
co-workers in this field, give a hope, therefore, of 
placing the prescribing of artificial aids to hearing 
upon the same scientific basis as the grinding of 
lenses for the correction of defects of vision. 

1920 Wilshire Boulevard. 


DISCUSSION 


FRANK ALBERT Burton, M. D. (Watts Building, San 
Diego)—For several years there has been a felt need for 
standardization in functional ear-testing. Every aurist 
who has done conscientious work has been impressed with 
the crying need for improvement in this connection. 
Several times during recent years the matter has been 
under discussion at meetings of the American Academy 
of O. O. and L., the Triological Society and other leading 
organizations. 

Any effort at improvement in functional ear-testing 
has among its main objectives that of precision, speed, 
simplicity and a uniformity of technique. The Audio- 
Amplifier seems to adapt itself to the felt need without 
excessive expense when the use of the instrument is 
taken into account. 


W. E. WapbeLt, M. D. (Pacific Mutual Building, Los 
Angeles)—Our deepest interest and sympathy, and justly 
so, goes out toward the totally deaf child, yet today this 
child is educated by sign and oral methods that he may 
acquire knowledge and impart his ideas to others; also, 
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that he may care for himself as well as those dependent 
upon him; thus, so educated, he grows up without a 
definite knowledge of the lost sense and leads a com- 
paratively happy and contented life. 

We have about us the great army of men and women 
who have received an education and are following a 
vocation that requires the sense of hearing, who, finding 
their hearing impaired (this condition growing worse 
from month to month, unfitting them for business and 
social life), demand from us, as physicians, interest and 
help. This class of patients have gone from one physician 
to another. The examination is made by forks, whistle, 
etc., the treatments are given and if the patient is an op- 
timist he says he is better and he may be, yet he is in a 
state of doubt when the next examination is made as to 
the result, on account of the apparent uncertainty of the 
many tests he has gone through in the hands of different 
physicians, all giving different results. Thus a stand- 
ardized instrument of precision in functional ear-testing 
will be a great step forward in giving to these people 
the much sought for relief. 

After advice has been acted upon in regard to diet 
and care of the body, after focal infections are cleared up 
and local treatments indicated are carried out, then, if 
upon the second test with this instrument of precision, the 
patient finds that he has improved 10, 20 or more per 
cent, he then has courage, something hard to impart to 
these patients; he also knows that he hears better. If he 
goes to another reputable aurist to check up, he finds the 
same result. 

If after following the advice and treatment, the Audio- 
Amplifier shows no improvement, then, as Professor 
Knudsen says in his paper, “By the help of the Audio- 
Amplifier, we write the prescription for a Magnaphone 
that will fit the patient.” 

Functional ear-testing must be standardized, if we, as 
physicians, expect to give those partially deaf the relief 
and comfort that the teachers are giving to those totally 
deaf. The Audio-Amplifier, I believe, will meet this 
demand. 


ANNA B. Lerter, M. D. (605 Story Building, Los 
Angeles)—The preface to Doctor Jones’ book on “Ver- 
tigo” states: “The studies in this book were originally 
undertaken at the suggestion of Doctor Weisenburg.” 
This early disposition of Doctor Jones to collaborate in 
associated lines of work has resulted in much of practical 
value. He and Professor Knudsen are modest in their 
statements regarding the Audio-Amplifier; but great ease 
and satisfaction are gained by its usé in testing. To be 
able to answer in conversational tones the questions of 
a deaf patient is a marked relief in a busy day. Of much 
more importance is the chance for standardized records 
with the increased interest this will afford the problems 
of deafness. Malignancy may cost more in physical pain 
and life than deafness, but the latter takes the greater toll 
in social and economic values. 


H. G. Merritt (35 East Second South Street, Provo, 
Utah)—The value of the Audio-Amplifier in otologic 
diagnosis and study, even so soon after its initial ap- 
pearance, is well established with those of us who are 
using it. Our experience has made us feel that Doctor 
Jones is conservative when he writes, “it meets practically 
every need that I can think of in daily routine prac- 
tice.” We believe that better and more progressive ear 
diagnosis will date its beginning from the advent of the 
Audio-Amplifier. 

The use of this instrument, however, is daily bringing 
us to a realization of our failings in diagnostic otology. 
Among other imperfections attaching themselves to this 
science is our classification of hearing defects. Doctor 
Jones and Professor Knudsen, in their very estimable 
work, have designated all cases as falling under the 
heads: Obstruction, fixation or perception. Personally, 
we strongly feel that, to reach more nearly the truth, we 
should retain at the head of the list the old term, “con- 
duction.” This, because we believe that the great ma- 
jority of chronic progressive deafness cases does not fall 
under obstruction—(as here applied) or fixation—(from 
the standpoint of fibrosis). To explain our reasons for 
such a conclusion requires more time than is here permis- 
sible, and will furnish subject matter for a preliminary 
report we hope to offer in the near future. 

In learning to use the Audio-Amplifier, we were con- 
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fused by the term “pass” in speaking of high and low 
selective amplifications. If others are having similar dif- 
ficulty from this usage, might it not be better at the start 
to accustom ourselves to the terms of “high selective am- 
plification” and “low selective amplification”? Perhaps 
such a change is unimportant, but we feel that it would 
have helped us in the beginning. Accuracy of diagnosis 
is greatly promoted by graphically charting each audio- 
metric study. 


INTRACRANIAL HYPERTENSION AND 
SEROUS MENINGITIS 


By Epwarp W. TwirtcHe.it, M.D., San Francisco 


Serous meningitis is in its simplest form a very common 
thing. 


Puncture should be far more often done than it is. 


The procedure itself is so trivial that if there is any 
chance of help it should be used. 


A means of differentiating between meningitis circum- 
scripta and a new growth has not been found. 


Discussion by Howard W. Fleming, San Francisco; 
C. E. Locke, Jr., Cleveland, Ohio; I. Leon Meyers, Los 
Angeles. 


A FIER the specific causes of the various types 
of meningitis became known, there was reluc- 
tance on the part of physicians to admit or recog- 
nize a meningitis which might consist in an increase 
of fluid and intracranial tension, without the pres- 
ence and growth of organisms. The term “menin- 
gitis” was felt to connote bacterial growth, pleo- 
cytosis, marked inflammation, and, except in the 
case of epidemic meningitis, a uniformly fatal prog- 
nosis. Meningism was, to be sure, rather a popular 
term, but vaguely meant a meningeal irritation by 
blood-borne toxins, a passing manifestation with no 
demonstrable pathology. For years cases of menin- 
geal irritation were reported—some of them mak- 
ing surprising recoveries, others ending fatally, with 
relatively minor meningeal findings at autopsies. 
Some such as Austin Flint’s case were, of course, 
tuberculous in nature; others were hydrocephalic. 
Those which got well must have come in another 
category. 

The problem did not advance toward solution 
until Quincke introduced lumbar puncture as a rou- 
tine diagnostic procedure. He reported a number 
of cases with favorable outcome. Some were hydro- 
cephalic children, in whom an intercurrent disease 
was responsible for the aggravation of intracranial 
pressure; others were syphilitic and responded to 
mercury and iodine, but they had outspoken signs 
of meningeal irritation which after a time subsided. 
Some of the more acute cases subsided in a few 
days after puncture. 


The constant symptoms were headache, retraction 
of the neck, vomiting, defective pupillary reaction, 
confusion, delirium, wnconsciousness at times, and 
occasionally edema of the optic disc. Nystagmus 
and staggering gait occasionally occurred. The 


spinal fluid sometimes showed great increase in pres-. 


sure. Spinal fluid findings were usually negative. 
Quincke’s first paper antedated the present-day 
serology and cytology, but in his later case reports 
the fluid often proved Wassermann negative, with 
normal cell count and globulins in many instances. 
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Quincke grouped his cases thus: (a) Those with 
acute onset with acute or chronic course. (b) Those 
with gradual onset with: either a chronic progres- 
sive course or with acute exacerbations. Many cases 
he regarded as instances of exacerbations of chronic 
hydrocephalus. According to Quincke, the chief 
causes were injury, mental strain, alcohol, and 
fever. Infection was not regarded as necessary. In 
fact, said he, the causes were the same as for ac- 
cumulations of fluid in the pleural or peritoneal 
cavities. He specifically mentioned instances of 
arachnitis with cyst formation, and cites the cases 
reported by Oppenheim and Borchardt. 


Placzek and Krause, in 1907, reported the case 
of a patient suffering from giddiness, diplopia, vom- 
iting, and paralysis of the right facial and left 
lateropulsion. Operation by Krause disclosed a cyst 
at the undersurface of the cerebellum. Unger, in 
1909, reported a case with symptoms pointing to 
tumor at the cerebello-pontile angle. Here syphilis 
was proven and mercury and iodine used, but severe 
papillitis developing with diplopia and adiadokoki- 
nesis, the patient was operated upon and cured by 
destruction of a cyst. In 1910 Oppenheim and 
Borchardt reported the case of a 7-year-old girl 
who fell from a street-car, striking the occiput. 
Subsequent symptoms led to the diagnosis of brain 
tumor, and at operation a wine-glassful of cystic 
fluid was obtained from the cavity of the thickened 
arachnoid. Bing, in 1911, reported an instance of 
cyst of the cisterna magna cured by operation. 
Quincke, Braun and Lewandowsky and others draw 
attention to the fact that these cysts often form 
after a severe blow upon the head, as in the case 
of the child cited above from Borchardt. Quincke 
speaks of a “clear case of meningitis serosa trau- 
matica.” 


Redlich, in Lewandowsky’s Handbuch, speaks of 
the difficulty in differentiating between these cysts 
and neoplasms. In cases of rapidly developing men- 
ingitis serosa following ear trouble, the relief ob- 
tained by lumbar puncture, according to Redlich, is 
of much diagnostic value. 

Finkelnburg (Lewandowsky Handbuch) finds 
neuritis and papillitis common. The pathological 
findings in fatal cases are “recht sparlich.” A flat- 
tening of convolutions, injection of vessels, increased 
fluid with cloudiness are seen, and often many bac- 
teria. This last statement makes one wonder how 
such cases are kept in the class of the ordinary 
meningitis. 

Among the more important papers of later years 
are those of H. Claude in Questions Neurologique 
d’actualite and in L’Encephale. He reviews the 
subject from the time of Quincke in particular, 
and cites the early surgical cases of Emmerson and 
Frazier. The occasional cystic formation, as a result 
of arachnoid adhesions in other parts of the brain 
than the base, are described, and one case of marked 
depression of the convexity is pictured. Mention 
is made of other cases reported by Muskens, Strébe, 
and Uréchia. He insists upon the damage done to 
the hypophysis by increased intracranial pressure, 
and cites instances where it has been almost de- 
stroyed. From that result what he called the “‘syn- 
dromes endocriniens secondaires.”’ 
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Claude is a vigorous advocate of the routine use 
of the manometer for determining the degree of 
pressure of the spinal fluid. He makes the usual 
statement that rapidity of flow at the time of punc- 
ture is no index as to the pressure, or rather that, 
with very high pressure, the fluid may come slowly, 
drop by drop. This is true only if there is some 
impediment to the flow. Given needles of constant 
caliber and a limpid fluid, the rate of flow is di- 
rectly as the pressure. If the needle be stopped par- 
tially, or the fluid thick, the flow will be slowed, 
regardless of the pressure behind it. This much, 
however, is always true: a spurt of fluid means 
very high pressure. The Queckenstedt manoeuvre 
of compression of the jugulars during withdrawal 
of fluid will give some idea as to whether or not 
there is any impediment to the flow. 


Claude insists that lumbar puncture be done 
always where there is persistent headache, vertigo, 
and vomiting. This should be modified by the state- 
ment; provided that one can be sure that there is 
no danger of the pressure from above pressing the 
medulla down into the foramen magnum. If a very 
fine needle is used and but a small amount of fluid 
withdrawn, this danger is much lessened. It is true, 
however, that lumbar puncture should be done far 
oftener than is now customary. Many a severe 
headache in the course of active infectious disease 
would be relieved by lowering the pressure and 
leaving an opening in the dura through which 
drainage could keep up for a day or two. 

Claude holds that circumscribed cortical serous 
meningitis is indicated by general symptoms of hy- 
pertension with low manometric reading, focal epi- 
lipsies, myoclonus, and absence of papillitis. He 
mentions one case of cyst beneath the cerebellum 
diagnosed as such before operation. One of the 
points of differentiation from a neoplasm was ab- 
sence of edema of the disc. As one of my own cases 
will show, this is by no means a criterion. 

Within the past year a number of cases have come 
to my notice, in which the outstanding symptoms 
pointed to intracranial hypertension, and I have 
chosen four of them as representing some of the 
types emphasized by Quincke and Claude. Three 
of the four are at present in good health, although 
one was subjected to a formidable operation. The 
one who died, died, we believe, from causes not con- 
nected with the meningeal condition. 

CasE I—A. F., aet. 29, nat. California. Entered St. 
Francis Hospital 2-24-1923. For one month he has been 
complaining of severe frontal headache, chiefly over 
either eye. An x-ray examination showed evidence of 
slight sinusitis. Temperature was 101.5 degrees, pulse 60, 
respiration 17. At the time of entrance, the headache had 
become very severe and there was mental confusion and 
persistent vomiting. There were rigidity of neck and 
other signs of meningeal irritation. Urine was normal 
and so was the blood, aside from a leucocytosis of 10,500. 
Fundi were normal. A lumbar puncture brought a clear 
fluid under increased pressure, with normal cell count 

-and globulins and negative Wassermann. Soon after 
puncture, the headache, vomiting, and other signs of men- 
ingeal irritation lessened. In three days the patient was 
in a normal condition and has remained so since. This 


is a good example of Quincke’s Class “A”; acute onset 
and acute course with rapid relief after puncture. 

Case II—J. McK., aet. 20, nat. California. Entered St. 
Francis Hospital 8-23-23. There had been complaint of 
shortness of breath for months, of occipital headache for 
eleven days, and of vomiting for the last day or two. 
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This patient was exhausted by far advanced mitral steno- 
sis, and when meningeal signs showed themselves, a 
tuberculous meningitis was suspected. The patient was 
delirious, with retracted head and positive Kernig. The 
spinal fluid, which was under increased pressure, was 
Wassermann negative. There were no organisms, no in- 
crease of cells, and no web on standing. Under daily 
spinal drainage, the signs of meningeal irritation dis- 
appeared and the patient regained consciousness. Sud- 
denly he died, supposedly as a result of the heart lesion. 
Blood and spinal fluid cultures had shown no growth. 
The relief from spinal drainage was very striking in this 
case and we at one time were hopeful for recovery, 
though aware that it could be but temporary on ac- 
count of the advanced decompensation. Unfortunately, 
an autopsy could not be obtained. 


Case III—A. G., aet. 11, nat. San Francisco. Entered 
isolation ward of San Francisco Hospital moaning, un- 
conscious, head extended, pupils dilated, and extremities 
rigid. He had been struck on the back of the head in a 
fight ten days before entry. Twenty-four hours before 
entry he became feverish and was found unconscious on 
the floor of his bedroom. He vomited several times. The 
nose was bloody. Brudzinski and Kernig positive. Babin- 
ski group of reflexes all positive. Leucocytosis of 29,000. 
On puncture, the spinal fluid squirted at least a foot. 
There were 18 lymphocytes per cubic mm. and increased 
globulins. No organisms were seen in the smear, and 
no growth in culture at first. Later, staph. albus was re- 
ported with a question of contamination. Nasal smear 
was negative. A subsequent spinal puncture showed nor- 
mal cell count. The fever subsided rapidly. At the end 
of a week the patient was discharged in apparently nor- 
mal condition. It has been learned that the patient had 
a mild recurrence several weeks after going home, but 
at present writing is well. 

In this case the blow on the head probably played a 
large part. It was what Quincke would have called “a 
clear case of meningitis serosa traumatica.” 


Case I1V—Mrs. W.., aet. 36, nat. Austria. Married at 16 
and infected by her husband, who has since died. She 
had as treatment only some medicine which he purchased 
at a drug store. She began to have “peculiar headaches” 
in 1912. These headaches sometimes ended in uncon- 
sciousness. She remembers once calling, “Come quick, 
help,” and then becoming unconscious. In 1920 she came 
to San Francisco and at that time suffered greatly with 
thirst and polyuria. This undoubtedly was due to the 
hypophyseal compression, of which Claude speaks. By 
September, 1920, she was so blind that she had to be led 
around. Then she was given vigorous anti-syphilitic 
treatment and recovered her sight. She never menstru- 
ated after 1920, another associated endocrine symptom. 
In May, 1923, things crew worse again and the head- 
aches were so severe that she yelled, as she expressed it. 
She had a spell of projectile vomiting and her eyes 
crossd. She talked indistinctly and grew irrational. 
Finally the left arm and the fingers of the left hand grew 
numb. She entered St. Francis Hospital 6-30-23 stupor- 
ous. The pupils were equal with poor reaction to light. 
The left abducens was weak. The discs were blurred 
and swollen, and there were hemorrhages and exudate in 
the retinae. There were Ift-sided asthenia, adiadokoki- 
nesis and dysmetria. A diagnosis of tumor in the left 
posterior fossa was made. Operation was done by Dr. 
Howard W. Fleming on July 1. A cyst was found occupy- 
ing the space of the cisterna magna, walled by an arach- 
noid that was thickened like chamois skin. She left the 
hospital, ambulant, on July 24, but soon had a return of 
some symptoms, especially an uncontrollable vomiting. 
The discs, which had receded, swelled again and she was 
taken to the University of California Hospital. Here she 
was given intravenous injections of sodium iodide. Grad- 
ually she grew better. Her weight increased from 91 to 
145 pounds, and her strength grew progressively greater. 
The nerve heads now are flat, vision is good, and the 
cerebellar signs are almost vanished. There was for 
some time a great deal of occipital soreness, but that has 
for the most part disappeared. It may be noted here that 
several blood Wassermanns in recent years were nega- 
tive. I have omitted all discussion of surgical details, 
with the idea that that side of the case will be subse- 
quently treated by Dr. Fleming, upon whom the whole 
burden of the operation fell. 
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The first of these cases is one of acute hyperten- 
sion of unknown origin. It is the type we see 
oftenest, and many such are recorded by Quincke, 
Claude and ‘others. The symptoms of headache, 
retraction, vomiting, and mental confusion were 
pronounced. For unknown reasons there was a sud- 
den rise of tension which produced them. Shortly 
after withdrawal of what appeared normal fluid, all 
symptoms subsided and the patient was rapidly re- 
stored to normal. The original cause probably being 
a transitory one, puncture was of undoubted value 
and was the only thing needed. The second case 
was a far more serious one. Some of the factors are 
still in doubt. No guinea pig injection was made 
and tuberculosis is a possibility, but the usual pleo- 
cytosis, increase of globulins, and web were want- 
ing. The amelioration after repeated puncture was 
so marked that it was felt that the boy had a chance 
of recovery from the meningeal complex. The third 
case would come under Quincke’s heading of men- 
ingitis serosa traumatica, but the leucocytosis of 
29,000 is unexplained. The bloody nose made one 
think of extension of trouble from the sinuses, 
although nasal smears were negative. In any event, 
the puncture was a great help. The relapse after 
leaving the hospital was in keeping with the expe- 
riences of others. In such cases, cyst formation may 
result later. 


The fourth case was one of meningitis serosa cir- 
cumscripta syphilitica. Here a lumbar puncture 
might have been fatal, while cistern puncture might 
have given temporary relief. The only hope for the 
moribund woman was immediate operation, and for- 
tunately it led to the finding and evacuation of a 
cyst. The reason for subsequent flare-up was never 
understood. 


To sum up: Serous meningitis is, in its simplest 
form, a very common thing. It is one of the condi- 
tions in many cases of acute illness, and the dis- 
tress which it causes can be relieved by prompt 
puncture. Puncture should be far more often done 
than it is. Whenever a headache is very persistent, 
and the usual remedies fail to relieve, puncture 
should be thought of. The procedure itself is so 
trivial that if there is any chance of help it should 
be used. 

A means of differentiating between meningitis 
circumscripta and a new growth has not been found, 
but the fact that these cysts are rather frequent 
should keep one on the alert, for the operative treat- 
ment of them forms a very bright spot in what is 
a pretty dark corner of surgery. 

909 Hyde Street. 


DISCUSSION 
Howarp W. Fieminc, M.D. (380 Post Street, San Fran- 


cisco) —Dr. Twitchell has asked me to discuss the surgi- 
cal features of the patient operated on. At the time the 
patient was first seen she appeared to be in extremis. 
Examination was difficult; due to the lack of co-operation. 
She was unconscious, there was moderate cervical rigid- 
ity. The fundi revealed bi-lateral choking of several 
diopters. The extra ocular muscles were uninvolved, and 
a facial paresis was apparent. 

The history of findings, made prior to loss of conscious- 
ness, made a cerebellar involvement beyond question. 
Our pre-operative diagnosis was cerebellar tumor. 

An emergency operation was done that day under ether 
anesthesia, with the patient in the prone position. The 
usual cross-bow incision was made and the occipital bone 
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removed, including the posterior margin of the foramen 
magnum. Before opening the dura, it was necessary to 
puncture the lateral ventricle to reduce the intra-cranial 
pressure. The dura was opefed widely, revealing a large 
cystic tumor, which was a part of, or overlying, the pos- 
terior cistern. The walls of the cyst were clear and ap- 
peared to be markedly thickened arachnoid tissue. It was 
necessary to cut the wall with a scissors before it could 
be opened widely. An abnormally large amount of fluid 
escaped. The greater part of the cyst was opened up and 
some excised for pathological examination. There was a 
marked herniation through the foramen magnum, and it 
was necessary to remove the lamina of the atlas and axis 
before the cerebellar tonsils could be elevated. The pa- 
tient had a very stormy post-operative course. For sev- 
eral days her temperature rose as high as 105 and 106, 
with a very rapid pulse. About the seventh day she 
began to improve. All the neurological signs enumerated 
above disappeared. The choked discs subsided rapidly. 

The patient had one relapse, which Twitchell has men- 
tioned. At present she is feeling extremely well, and her 
only complaint is slight unsteadiness at times and a pain- 
ful sensation in the region of the operative scar. Unfor- 
tunately, the tissue excised for diagnosis was lost in the 
pathological department. However, there is very little 
doubt but that this is a case of meningitis serosa-circum- 
scripta. A search was made for a posterior fossa tumor 
and both lobes punctured. At the present time the patient 
has no herniation at the site of occipital decompression, 
and the discs show no evidence of choking. We feel that 
with effectual anti-luetic therapy her prognosis should be 
good. 


C. E. Locke, Jr., M. D. (Cleveland Clinic, Cleveland, 
Ohio)—I want to thank Dr. Twitchell for his most excel- 
lent and instructive paper. Three cases, similar in symp- 
tomatology and operative findings to Twitchell’s Case IV, 
yet with no proof of syphilis, have come to my notice. 
In one of these patients, histological study of the thick- 
ened arachnoid membrane showed definite round-cell in- 
filtration. All three of these cases did exceedingly well 
after operation. 

The differential diagnosis of circumscribed serous men- 
ingitis and brain tumor presents a difficult problem, espe- 
cially when the latter is located in the posterior fossa. 
In this region, as the result of interference of the circu- 
lation of the cerebrospinal fluid, the pocketed subarach- 
noid fluid causes internal hydrocephalus and produces 
the usual signs and symptoms of increased intra-cranial 
pressure. 

In contradistinction to tumor, it has been my expe- 
rience that patients with circumscribed arachnoiditis of 
the posterior fossa complain of pain, stiffness and tender- 
ness in the suboccipital region, diplopia and transient 
numbness of the extremities, and that the usual intra- 
cerebellar signs are less pronounced. With ‘circumscribed 
arachnoiditis, the angle cranial nerve signs are usually 
absent, I believe. In cases of circumscribed serous menin- 
gitis, a preliminary history of a general acute infection 
may often be found. 

I. Leon Meyers, M. D. (517 Rillstreet Building, Los 
Angeles)—Serous meningitis as the cause of intra-cranial 
hypertension and its resulting manifestations is met with 
not only in conditions with general neurologic disturb- 
ances, but also in those with focal phenomena. It should, 
consequently, be considered as a possible cause of the 
trouble in any obscure case of intra-cranial hypertension. 

Among the cases reported by Twitchell was one which 
followed a head injury. This coincides with the convic- 
tions which I have ascertained for some time that trau- 
matic epilepsy, in the absence of focal irritation, is 
brought about by serous meningitis, the spinal fluid in 
these cases being practically always under increased ten- 
sion. This is undoubtedly true of also the other so-called 
post-concussional syndromes, as, for example, the am- 
nesic, the aphasic, and the labyrinthine, conditions which 
are also associated with increased fluid pressure, and not 
infrequently with the presence of globulin and a slight 
pleocytosis. 

Particularly interesting, however, are the cases of 
serous meningitis with phenomena of focal brain irrita- 
tion, such as Jacksonian spasms, cranial nerve palsies, 
nystagmus, and cerebellar signs. These cases are gener- 
ally referred to as pseudo-tumors and have been noted 
even in the absence of such focal pathology as was found 
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in Dr. Twitchell’s Case IV. Mohamed Saleh (1912) col- 
lected thirty-two such cases from the literature, in thir- 
teen of which necropsy revealed pathology of only a 
minimal character. 

A case of this type came under my observation at the 
Los Angeles General Hospital in 1922. The patient, a 
man 48 years of age, has bilateral ptosis of the upper 
eyelid, and marked limitation of all extra ocular move- 
ments, especially those which require the action of the 
right oculo-motorius. He had a horizontal nystagmus to 
the right, and was markedly ataxic. His gait was cere- 
bellar in type, and he tended to fall forward and to the 
right. The subjective symptoms were: Severe headaches, 
deplopia on looking to the left, and dizziness. He was 
extremely apathetic. While at the hospital he had numer- 
ous attacks of unconsciousness, with convulsions. The 
convulsions were in the nature of tetanus-like seizures, 
and suggested a tumor of the vermis. There was no his- 
tory of trauma. The Wassermann on his blood was nega- 
tive, and the spinal fluid which was examined several 
times was, except for an increase in the tension, entirely 
negative. The patient remained in this stuporous condi- 
tion for about ten days, and then began to improve. The 
improvement continued steadily, and within a week all 
symptoms and signs had disappeared so that he was able 
to go home. Professor Barany visited Los Angeles a few 
months later, and at my request examined this patient, 
but nothing abnormal was found, the patient stating at 
the same time that he felt perfectly well ever since he 
left the hospital. The marked improvement, and finally 
the complete disappearance in this patient of all signs and 
symptoms, which followed so closely, the lumbar punc- 
tures, and the absence of spinal fluid findings which are 
associated with epidemic (lethargic) encephalitis, leads 
one to believe that this was a case of serous meningitis 
of the type known as pseudo-tumor cerebri. 


STRICTURE OF THE URETER AND 
DYSMENORRHOEA 


By Raymonp L. Scuutz, M. D., Los Angeles 


The chief reasons for this paper are to explain how 
stricture of the ureter develops, why it causes symptoms ; 
how it may cause dysmenorrhoea; to emphasize some of 
the unusual features of the subject and to urge the impor- 
tance of careful diagnostic treatment of these patients. 

Stricture of the ureter should always be thought of in 
all cases of vague lower abdominal pain in either side; 
likewise severe menstrual pains. 


Stricture of the ureter is perhaps the commonest uro- 
logical condition that we have to deal with in women. 


Discussion by Norman H. Williams, Los Angeles; 
Clarence W. Page, Berkeley; E. J. Eytinge, Redlands; 
R. H. Van Denburg, Los Angeles; Harry H. Wilson, Los 
Angeles. 


OTWITHSTANDING the numerous arti- 

cles on stricture on the female ureter, there 
are enough of these patients who go unrecognized 
for varying lengths of time, so that the subject is 
still of timely interest. Stricture of the ureter is 
perhaps the commonest urological condition that we 
have to deal with in women. 

Many of the patients have had all sorts of ex- 
aminations, without locating their trouble. The 
ordinary methods of cystoscopy, ureteral catheriza- 
tion, and pyelography may not reveal any abnor- 
mality, but by the proper method we can determine 
quite accurately if the symptoms originate in the 
urinary tract or not, and, if they do, we can repro- 
duce exactly the pain from which these patients 
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have been suffering so as to leave little doubt about 
a diagnosis. 

Many of these patients have undergone operative 
procedures on the abdomen, such as removal of 
the appendix, gall-bladder exploration, removal of 
ovaries, tubes and uterus, without obtaining relief, 
when the underlying condition is stricture of the 
ureter. It is this lack of thorough diagnosis which 
tends to bring surgery into disrepute with some 
people. Too much emphasis cannot be placed upon 
the importance of considering the possibility of uret- 
eral stricture in every case where there are vague 
abdominal pains, though at the same time we must 
not expect that this condition will explain every one 
of these puzzling cases. The tests for ureteral stric- 
ture should be used with discretion, depending upon 
history and physical findings. 

A clearer understanding of the underlying pa- 
thological condition, its relation to focal infection 
and to physiological disturbances, should help in the 
earlier recognition of these cases. 

Any condition that produces a chronic lympha- 
denitis of the pelvic lymph nodes, potentially, can be 
a causative factor in producing an ureteral stricture. 
Common causes are chronic tonsillitis, infections of 
the teeth, both of which are known to cause poison- 
ing of remote parts of the body at times. Also 
chronic cervicitis following lacerations of the womb, 
infections of the tubes and ovaries by direct exten- 
sion to the pelvic lymph nodes. If these conditions 
are treated, the inflammation of the lymphatics sub- 
sides, and sometimes the symptoms of pain from the 
ureteral obstruction quiet down. Many patients 
with pains from ureteral stricture give a history 
either of repeated attacks of tonsillitis or of having 
had considerable dental work, such as root fillings. 
In the absence of such a history, the mere inspection 
of the tonsils has revealed enlargement, and in one 
patient there was a chronic abscess about ready to 
break, though throat trouble was denied. 


The usual location of simple strictures is in the 
broad ligament portion of the ureter, and also in 
that portion along the pelvic wall at the bifurcation 
of the internal iliac vessels. In both regions there 
are numerous lymph nodes in intimate contact with 
the ureter. Hunner reports that these have been 
found enlarged at operation, and that the stricture 
formation in the ureter varied from a slight an- 
nular degree to diffuse cartilage-like thickening, for 
several centimeters, of its length and to a thickness 
of 1 cm. The infiltration may be confined to the 
ureteral wall, or there may be much periureteritis. 

Why should the pelvic lymph nodes of all the 
groups in the body be practically the only ones to 
cause trouble as a result of focal infection? How 
can the remote production of the ureteral stricture, 
as a result of repeated tonsillitis or other focal in- 
fection, be explained? First of all, these pelvic nodes 
are located next to a vital organ where only slight 
tissue changes are necessary to cause a disturbance. 
The lymphatics in other parts of the body are less 
likely to cause serious trouble on neighboring tis- 
sues, as long as they do not interfere with the func- 
tions of surrounding tissues. Inasmuch as the uret- 
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eral lumen is naturally very small, it takes but little 
pathology to cause trouble. Tonsillitis is a disease 
of lymphatic tissue. Infection is very apt to be dis- 
seminated to other portions of the body during an 
attack, and lymph nodes elsewhere become involved 
secondarily. The infection or its toxin may spread 
beyond strictly lymphatic tissue and involve neigh- 
boring structures. When such perilymphadenitis ex- 
tends to an easily vulnerable organ like the ureter 
in the iliac and cervical gland regions, inflammatory 
changes are produced in the wall of the ureter. 
When these lymph nodes become inflamed repeat- 
edly, there is a cumulative effect by the formation 
of fibrous scar tissue or fibrosis in the wall of the 
ureter. With the contraction of this scar tissue, 
symptoms of ureteral obstruction follow. It is prob- 
able that all or most of the pelvic lymph nodes take 
part in the inflammatory process secondarily to a 
focus of infection elsewhere, but only the lymph 
nodes in the cervical and iliac gland regions are 
heard from because they lie in contact with the 
ureter and, through it, cause trouble. 


At first, there is a periureteritis, and as the infec- 
tion extends, the ureter itself becomes involved in 
all its coats. Inasmuch as the ureter is naturally 
a relatively small tube, only slight narrowing is 


necessary to produce symptoms. 

The urine is carried through the ureter by peri- 
staltic waves similar to the intestinal waves. When 
obstruction of the ureter occurs, its first effect is an 
increased tension above the site of obstruction, the 
same as in intestinal or any other obstruction. If 
the obstruction is partial, 


nature compensates, to 
some degree, in trying to overcome the obstruction 
by hyperactivity of the musculature above. When 
obstruction of the bladder occurs gradually, hyper- 
trophy of its musculature follows: similarly, hyper- 
trophy of the heart occurs back of the point of ob- 
struction. Likewise, in intestinal obstruction, hyper- 
active peristaltic waves are sometimes seen above 
the point of obstruction. 

Undoubtedly, a similar process takes place in the 
ureter. The first effort on the part of nature to 
overcome the ureteral distension is an hyperactivity 
of the musculature above the point of obstruction. 
If the muscular activity of the ureter and its 
subsequent hypertrophy are sufficient to expel its 
contents into the bladder, there is not apt to be 
much dilatation of the ureter. At this stage there 
are apt to be cramp-like, colicky pains in the abdo- 
men from the partial obstruction and hyperactivity 
of the ureter. As soon as the obstruction increases 
so that its resistance is greater than the peristaltic 
effort of the ureter, then dilatation occurs. As a 
rule, it begins just at or above the obstruction and 
extends upwards gradually as the contracting power 
of the musculature is overcome. If the process con- 
tinues, hydroureter and hydronephrosis result. Di- 
latation of the ureter-and hydronephrosis are the 
result of obstruction. The absence of dilatation in 
an ureterogram, however, does not prove the ab- 
sence of stricture of the ureter. 

Intermittent pain of varying degrees of intensity 
is the most common symptom. It is often sugges- 
tive of the colic similar to the passing of an ureteral 
calculus. Often it is in the appendix region or 
slightly lower on either side. Sometimes it is de- 
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scribed as radiating around toward the back. Some- 
times it is deep-seated in the pelvis or ovarian re- 
gions and penetrating through toward the back. 

Pains like Dietl’s crisis should always be investi- 
gated for stricture of the ureter. In one instance, 
such attacks of the most excruciating pain occurred 
at times when the patient unconsciously took a very 
deep breath. She felt the most severe shooting pain 
in the left loin and back that lasted only an instant, 
but was of such severity as almost to produce col- 
lapse. The probability is that a moderate amount 
of urine had been collecting in the renal pelvis, its 
flow to the bladder was partially obstructed, the 
deep inspiration and contraction of the diaphragm 
produced sudden additional pressure upon the kid- 
ney, compressing it upon an excess of fluid in the 
renal pelvis and thus giving the same symptoms, but 
only much more intensified as those obtained when 
the kidney pelvis is overdistended by injection. 
Many cases of movable kidney produce few or no 
symptoms. If there is pain, and kidney suspension 
has not given relief, obstruction may be present in 
the lower portion of the ureter, causing all the 
symptoms. Every ureter should be investigated for 
stricture before any operation for kidney suspension 
is done; likewise, cases of renal and ureteral calculi 
and hydronephrosis having pain. 

It should be questioned if the pains described as 
Dietl’s crisis are in reality due to a twisting of the 
renal pedicle of a movable kidney. Body tissues are 
not very apt to become kinked of their own accord. 
The flexibility is usually sufficient to allow consid- 
erable bending of a long pedicle, without obstruct- 
ing the lumen of the ureter or blood vessels. It 
would take a pretty sharp kink to really cause sufh- 
cient compression of any of these tubes to produce 
pain symptoms, particularly such as are liable to last 
for a couple of days. A sudden stoppage of arteries 
elsewhere by compression does not cause such sud- 
den pain, why should compression of the renal ves- 
sels cause such excruciating pain, and so suddenly? 
The sudden compression of a kidney that is dis- 
tended to capacity on account of a ureteral stric- 
ture is a much more logical explanation for the 
cause of Dietl’s crisis. 

Urinary symptoms, such as bladder pain, fre- 
quency, burning, dysuria, and ureteral pain, are 
quite common, especially when there is infection. 
The infection and urinary symptoms may be inter- 
mittent. In such cases where there is infection, 
fever may occasionally occur, particularly following 
ordinary ureteral catheterization. Such a fever may 
last many days and the patient may be very sick. 

In discussing the symptoms of ureteral stricture, 
it is particularly desired to call attention to the im- 
portance of some cases of dysmenorrhoea that are 
caused by ureteral stricture. Dysmenorrhoeas that’ 
have not been relieved by the ordinary methods 
should certainly be tested for ureteral stricture. 
The test is of lesser severity than other surgical pro- 
cedures, and should be applied first. 

How can menstruation affect stricture of the 
ureter and cause the so-called dysmenorrhoea? We 
know that congestion of any tissue produces a swell- 
ing of that tissue by stasis in the blood vessels, and 
subsequent edema. At the beginning of menstrua- 
tion, or a few hours previous, the cramp-like pains 
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begin, and often after its onset the pain lessens; in 
other words, the congestion of the pelvic vessels is 
partly relieved. Under normal conditions, a stric- 
ture of the ureter may be just large enough to per- 
mit urine to pass through without any hindrance. 
Produce a swelling of the pelvic tissues around and 
in an ureteral stricture, and there may be just 
enough additional constriction to cause obstruction 
and with it the hyperistalsis or cramps in the ureter. 
The easiest explanation in the past has been that 
the pain of dysmenorrhoea is a cramp of the uterus. 
The recumbent position partially relieves the pelvic 
congestion and, indirectly, the ureteral obstruction, 
consequently the pain is less severe. 


On examining the abdomen, fairly deep palpa- 
tion is usually permissible, even over the tender por- 
tions. Tenderness is more apt to be found at the 
lateral margin of the rectus and slightly lower than 
McBurney’s point. Ofttimes the abdominal findings 
are rémarkably negative. 

Urinary infection and pus are not difficult to de- 
termine. A catheterized specimen should always be 
obtained for examination. Very often, where uret- 
eral stricture is present and causing chiefly symp- 
toms of pain, the urine may be perfectly clear. It 
is important to remember this, that a clear negative 
urine does not rule out the possibility of ureteral 
stricture. 

With a history suggestive of ureteral stricture, 
are we going to do a pyelogram and bilateral uret- 
eral catheterization the first thing, or should we 
proceed to relieve the patient’s pain as soon as pos- 
sible, even though we have to defer the completion 
of our tests until a later period? 

First of all, we should always rule out urinary 
tuberculosis by careful examination of a bladder 
specimen. Then we proceed to determine whether 
to use ordinary methods of ureteral catheterization 
in order to differentiate the two sides, or whether 
special precautions are necessary so as to avoid com- 
plications. 

Where pain symptoms are limited to one side, the 
immediate test with a wax bulb-dilating catheter 
is often desirable, because it gives quicker relief 
from pain if there is a stricture. When considerable 
pain is present in both sides and. infection in the 
bladder urine, it is well to be very cautious and oft- 
times advisable to test only one side at a time with 
the wax bulb catheter, the bad side first. When the 
reaction has subsided, the other side is tested simi- 
larly. In this way the dangerous reactions of stric- 
ture cases and pyelitis can be controlled, and we 
avoid putting both kidneys temporarily out of com- 
mission simultaneously. 

The alarming symptoms that may follow bilateral 
ureteral catheterization in cases where there has 
been pain and infection are familiar to most urolo- 
gists. All previous symptoms may become very much 
more intensified. The pain may be terrific, the tem- 
perature may go to 104 and 105, there may be de- 
lirium. These symptoms may last for a considerable 
time or subside as soon as the edema in the stricture 
portion has subsided after being catheterized. 

If there has been urinary trouble for a long time 
and the combined kidney function is impaired, tem- 
porary anuria may occur. At such times it is very 
important not to catheterize both ureters simultane- 
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ously. By bearing in mind that such dangerous 
symptoms may be due to ureteral obstruction, and 
by following immediately with dilatation or leaving 
a large catheter in place for drainage, these symp- 
toms can be brought under control more readily. 

Definite rules cannot be laid down. It is neces- 
sary to study each patient individually and outline 
the procedure accordingly. One must be familiar 
with the untoward reactions liable to follow any 
of the various procedures and be prepared to meet 
them as they occur, or, better, use such methods 
from the very start which tend to avoid trouble, 
even though we cannot always get all the informa- 
tion at the first examination we would like. In 
many cases we can give the patient quicker relief 
if we proceed intelligently. Accurate diagnosis is of 
first importance. It is accomplished best by means 
of the wax bulb catheter and the characteristic pull 
of the stricture when it is withdrawn. A plain 
catheter will pass through a stricture without dilat- 
ing it and can produce just enough local trauma in 
the stricture itself to cause its closure by the result- 
ing edema. In the presence of infection this is 
all the more serious, because it subjects the kidney 
parenchyma to the infection and usually causes high 
fever. As stated above, this will sometimes subside 
spontaneously, but usually requires dilatation or a 
prolonged convalescence. Partial dilatations are not 
effective enough in giving permanent relief. Unless 
the stricture has been overdilated, it is apt to recur. 
A severe cold or attack of grip is apt to bring about 
a recurrence when a stricture has not been dilated 
sufficiently. As to the size to which dilatation 
should be carried, no hard and fast rule can be 
made. Overdilatation is necessary. 

The passing of a wax bulb catheter for diagnosis 
accomplishes the beginning of dilatation. If we use 
larger wax bulbs subsequently, there is apt to be 
so much pulling on the ureter when the catheter is 
removed, that it is exceedingly painful. To avoid 
this, special dilating catheters and bougies are used. 
Inasmuch as there is no shoulder at any portion, they 
are readily withdrawn through a stricture with but 
very little traction on the tissues, and almost no 
pain. 

Patients in whom strictures are dilated insufh- 
ciently and soon after develop recurrences are apt 
to become discouraged. They begin to drift from 
one to another, each time becoming more skeptical 
and difficult to work with on account of their con- 
trary attitude. If dilatation is to be attempted, it 
should be done right and not played with. Dilata- 
tion with the Garceau catheter and Brown Buerger 
cystoscope is not enough to cure these cases, those 
thus treated are apt to recur. 

In all medical and surgical treatment it is always 
important to remove the original cause of the 
trouble. Only such tonsils as definitely show disease 
should be removed at the same time that dilata- 
tions of the ureter are begun. Otherwise, tonsillec- 
tomy is not always necessary, but should be consid- 
ered when there are recurrences or when dilatation 
does not seem to give the expected relief, provided 
that there are no other foci of infection. If dila- 
tation with a Garceau catheter fails to relieve symp- 
toms, that would not be an indication for tonsillec- 
tomy. Garceau catheter dilatation is inadequate, in 
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the first place. By gradually dilating a stricture, 
we soon learn whether results are to be obtained by 


this method alone, or if trouble elsewhere is to be 
looked for. 


STRICTURE OF THE URETER SHOULD ALWAYS BE 
THOUGHT OF IN ALL CASES OF VAGUE LOWER 
ABDOMINAL PAIN IN EITHER SIDE; LIKEWISE 
SEVERE MENSTRUAL PAINS 


There may or may not be urinary symptoms. 
Pyelitis is very apt to be accompanied by stricture, 
and whenever infection is present in the urine it is 
well to be cautious. The urologist should be on his 
guard to consider the possibility of stricture when 
pain following ordinary ureteral catheterization be- 
comes unduly severe, and should not hesitate to 
investigate and dilate a stricture so as to give im- 
mediate relief. Urine and x-ray findings may be en- 
tirely negative. Overdilatation is necessary to cure 
a stricture. 


1020 Story Building. 


DISCUSSION 


NorMAN H. Wittiams, M. D. (1052 West Sixth Street, 
Los Angeles)—Doctor Schulz has, I believe, approached 
what will probably prove to be a source of relief from 
certain types of pelvic pain. The patients who will prob- 
ably get most relief by dilatation of the ureter may per- 
haps be divided into three classes. First, those of the 
dysmenorrhea occurring in nulliparae. Second, pelvic 
pain resulting from marked retro-version. Third, those 
patients in whom there is chronic laceration of the cervix 
= subsequent chronic infection producing pain in the 
pelvis. 


The dysmenorrhoea in the first class may readily be 
caused by the marked congestion which characterizes the 
early phases of menstruation. The tissues are necessarily 
swollen, thus compressing the ureter in its broad liga- 
ment portion sufficiently to cause an increased peristalsis 
of the ureter. One finds, of course, occasionally in this 
type of case sufficient obstruction of the cervical canal 
to account for pain. However, there are many cases in 
which from an anatomic viewpoint this type of obstruc- 
tion cannot be the sole cause for pain and it is in these 
that compression of the ureter is many times the dis- 
turbing cause. Following the onset of the menstrual flow 
and the subsequent subsidence of the pelvic congestion 
the pain disappears. 


In the second group where marked retro-version is 
present there is often pelvic pain on either side, or both, 
which is caused by torsion of the ureter which doubltess 
causes more or less mechanical constriction. When the 
uterus, in these cases, is held up by pessary or by sus- 
pension this torsion is relieved and the pain subsides. 


In the third class are patients in which the chronic 
infection of the cervix is present as the result of chronic 
laceration. As Schulz has mentioned in his paper, the 
constriction of the ureter is caused by enlargement of 
the lymph nodes immediately in the vicinity of the ureter 
in its pelvic portion. These are the patients who are fre- 
quently operated upon for appendicitis as no other 
definite pathology is found upon examination. It is, there- 
fore, incumbent upon the surgeon to definitely ascertain 
if any ureteral disturbance is present before concluding 
that a possible chronic appendicitis is the sole cause for 
pain. Many times this pain will completely disappear fol- 
lowing a repair of the cervix. 


Crarence W. Pace, M. D. (Physician’s Building, 
Berkeley)—The diagnosis of ureteral stricture, not due to 
stone, was seldom considered until the work of Hunner 
demonstrated the frequency of this condition as a cause 
of many obscure gynecologic symptoms. Appreciation of 
its importance is still far from general recognition, and 
this paper by Schulz is, therefore, timely. 

While the technic of the examination is comparatively 
simple, considerable skill and experience is required to 
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detect some of the milder cases. The results that have 
been achieved by the correction of this lesion, however, 
are now sufficiently established to justify the opinion that 
such an examination should: be more commonly carried 
out in the types of patients Doctor Schulz so well de- 
scribes. 


E. J. Eytince, M. D. (118 Cajon street, Redlands)— 
Doctor Schulz’s paper adds to the growing importance of 
stricture of the ureter. Some of his points of technic are 
to be especially emphasized. 

1. The avoidance of over-instrumentation at one sit- 
ting. 

2.,The chief diagnostic point being the “hang” of the 
catheter. It is fortunate that the Kelley cystoscope can 
be used for the work considered, as it is the only instru- 
ment in which the “hang” is dependable. 


3. Overlarge wax bulbs are not only painful, but the 
wax bulb pulls off too easily. 


Removal of the primary focus as well as the con- 
tinued overdilation is necessary to prevent recurrence. 


R. H. Van Densure, M. D. (Merchants National Bank 
Building, Los Angeles)—As Doctor Schulz has said, 
“stricture of the ureter is perhaps the commonest uro- 
logical condition that we have to deal with in women.” 
It is, without doubt, the commonest and most frequent 
pathological condition, and is one of the chief causes of 
years of suffering to many women. 


It is the cause of more kidney changes than any other 
one factor. It accounts for hydronephrosis, pyelitis, and 
pyonephrosis. It is more frequent than ureteral stone 
and largely contributes to its cause. 

Its causes are clearly explained in this paper, yet the 
matter of diagnosis requires patient and careful tech- 
nique. The symptoms are so strikingly like ureteral cal- 
culus that this must first be ruled out. However, the 


multiplicity of symptoms, often with severe bladder dis- 
turbance, lead one to suspect stricture rather than stone. 
And again, in mild cases, only few symptoms may be 


present and the urine entirely negative. 


The chief point in the diagnosis is in the proper kind 
of wax-bulb catheter used, and best through a Kelly en- 
doscope, which is best adapted to its use. The dilatations 
are best accomplished by different sized bougies carefully 
introduced and not too many at one sitting. The Garceau 
catheter is insufficient, as Schulz has said. 


It is both surprising and most gratifying to see the 
relief obtained in patients who have suffered over a long 
period of time, who have been on the operating table 
through some incorrect diagnosis. 


Harry H. Witson, M. D. (Brockman Building, Los 
Angeles)—Judging from my own experience, I am in- 
clined to believe that the large percentage of physicians, 
other than urologists, are unfamiliar with the frequency 
of stricture. 


In the process of diagnosis it is so important for the 
welfare of the patient and the standing of the physician 
as an individual, as well as of the profession as a whole, 
that the real cause of patients’ symptoms be diagnosed 
before they are submitted to operation or long treatment 
which may be useless if the true cause is undertermined. 


The tendency for each man to find diseases or con- 
ditions in the field in which he specializes is so well 
known that we must be all the more careful to give our 
patients the advantage of unbiased examination if pos- 
sible. 

Specifically—any woman with pain in the abdomen 
and not clearly defined pathology directly explanatory of 
her pain should surely have an examination by a com- 
petent urologist before she is operated upon for some 
undefined female trouble. 

It has been my pleasure to have seen several patients 
cured of severe pain from dilation of the ureter after 
other operative and long-continued medical treatment 
had failed to help them. 


Doctor ScHuLz (closing) — When Hunner first pub- 
lished his work on stricture of the ureter, tremendous 
skepticism arose, which, no doubt, has interferred with 
the more general application of his teachings. Some of 
the leading urologists of the country were loud in their 
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denunciation of his claims. Hence, the writer appreciates 
all the more the support that has been given by those who 
have discussed this subject. The occasional opposition 
encountered nowadays seems to come from those sources 
where the methods of diagnosis have been improperly or 
unskillfully applied, or where the patients have not been 
selected. There should be a word of warning against 
the indiscriminate and unskillful application of the tests; 
neither should the possibility of co-existing lesions else- 
where be overlooked. 

The remarks brought out in the discussion are all in 
accord with the subject. It is encouraging to learn that 
stricture of the ureter is beginning to receive more 
general recognition. It is hoped that the explanation of 
the mechanism of this condition will make the subject 
clearer to a greater number of physicians. 


Clinical Notes and 
Case Reports 


ROCKY MOUNTAIN SPOTTED FEVER— 
REPORT OF A FATAL CASE 


By BEAUMONT Brown, M.D., Anp 
Georce Macez, M.D., 


Yerington, Nevada 


This report of Rocky Mountain spotted fever near Lake 
Tahoe is a matter of considerable importance to both 
public and personal health doctors, as well as to the 
people of Nevada and California. 

Prompt energetic action NOW might prevent subse- 
quent extensive expense and loss of life-——Epiror. 


This case is reported because we know of no other 


cases coming from this extreme western section of the 
state, 


J. P., 44, rancher. Family history: negative. Past his- 
tory: typhoid, age 18. Present illness: On May 24, while 
driving cattle near Como, about thirty-five miles east of 
Lake Tahoe, he was bitten by several ticks. He noticed 
no symptoms until May 28, when he had a chill followed 
by severe headache and pains in the joints and lumbar 
region. These symptoms continued until June 4. 


The headache was frontal and throbbing. There was 
a slight unproductive cough. Constipation was present, 
and the urine was reduced in amount. The face was 
flushed, the conjunctivae injected, and the pupils reacted 
normally to light and accommodation. There were no 
adenopathies and no stiffness of the neck. Respirations 
were 30, the lungs were clear; pulse 100, full and strong; 
blood pressure 140/90, and there were no adventitious 
heart sounds. The abdomen was not tender; liver and 
spleen not palpable. The reflexes were normal. The urine 
showed a specific gravity of 1022, acid. Alb. 0; sugar 0, 
but with great numbers of granular and blood casts. The 
blood Hg. 80 per cent; r. b. c. 4,400,000; w. b. c. 16,000. 
Polys. 60 per cent; I. m. 20 per cent; s. m. 15 per cent; 
trans. 5 per cent. Eosin. 0. Baso. 0. Wassermann nega- 
tive. Blood culture not taken. Dermacentroxenus rickettsii 
not found in smears. Tissue sent to Dr. G. Rusk for 
biopsy. 

At this time (June 1) a faint rash could be seen, con- 
sisting of rose-colored macules about 1-3 mm. in diame- 
ter, not elevated, and disappearing on pressure. The rash 
was more prominent on the wrists, ankles, arms, and 
back. By June 4, the macules assumed a purplish color 
and became larger and did not disappear on pressure. 
On June 5, petechial hemorrhages of varying size ap- 
peared in the cutaneous and subcutaneous tissue. The 
skin was not sensitive except on the scrotum, where there 
was a hemorrhagic area the size of a dollar which was 
very tender. From June 1 to June 4 his condition con- 
tinued practically unchanged. On June 4 he became irra- 
tional. The temperature dropped to normal, the pulse in- 
creased to 130, and the blood pressure dropped to 80/60. 
He gradually became worse and died June 8, the twelfth 
day of the disease. 
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ADRENALIN (INTRACARDIAC) SAVES 
CESAREAN INFANT 
By Ju.ius R. Hamitton, M.D., Hollywood, Calif. 


Epitor’s NotE—Doctor Hamilton here presents the kind 
of a case report that delights, because his useful message 
is so briefly, yet withal so well presented, that it will be 
widely read. 


As the result of an ankylosed condition of practically 
all joints due to a long-standing arthritis of about seven- 
teen years, it was necessary at termination of pregnancy 
to effect delivery by Cesarean section. The operation 
and subsequent recovery of the mother was uneventful. 
The placenta was attached to the posterior surface of the 
anterior wall of the uterus, and it was necessary to con- 
tinue the incision through it, which, of course, interfered 
with the blood supply of the child. The cord encircled 
the child by several turns, and by the time this was freed 
and the child delivered, though with no undue delay, 
there were no signs of viability in the child whatever. 
The color was and remained grayish, no flushing, no 
efforts of respiration, and no heart sounds. The many 
usual methods of resuscitation were employed over a 
period of at least fifteen minutes, with negative results, 
after which time I resorted to an intracardiac injection 
of 8 minims of 1 to 1000 solution of adrenalin. Artificial 
respiration was continued, and in perhaps thirty to forty- 
five seconds I detected a slight fluttering impulse under 
my hand which was over the heart. This flutter was re- 
peated, and then impulses. were distinctly present, which 
became rapidly more regular and stronger. It was per- 
haps five or six minutes later, artificial respiration being 
constantly employed, before voluntary respiration was 
established. There was no further medication, and to the 
present time, which is four months, the child seems per- 
fectly normal. 

I felt a little hesitancy in using a dose as large as 
8 minims, thinking of possible convulsions if successful 
in resuscitation, but the moribund state over that period 
of time, I thought, warranted it, and there were no ill 
effects whatever. I have purposely delayed reporting this 
case, to note any possible resulting complications due to 
the above procedure, but have discovered none, and of 
the four cases I found reported, three had died within 
thirty-six hours. 


THE AFTER CARE OF: INDUSTRIAL 
ACCIDENTS 
By A. J. Lancan, M. D., 
First National Bank Building, San Pedro, Calif. 


It is mainly with the after care that the average indus- 
trial surgeon is mostly concerned. The after care is where 
most surgeons make the mistake of taking for granted 
that the injury is progressing satisfactorily, and allow a 
nurse or assistant to follow up the treatments. It is in 
this manner that contractures, ankylosis, infection, slip- 
ping back of fractures, are most apt to occur and result 
disastrously, both for the patient and for the surgeon. It 
is far better to have a patient report daily, if for nothing 
more than a casual glance, than to allow a case to pro- 
gress unseen from day to day, allowing only weekly or 
bi-weekly visits. To be sure, daily visits mount into the 
expense of the care of the patient, but better cut the fee in 
accordance with the standard or usual fee for such work 
and have satisfaction than to allow patients to remain 
away until some complication develops, which will cost 
triple the extra surgical cost. 

In the proper handling of cases in the after care, is the 
real secret of success in handling industrial accident cases. 
In my office the daily visit system is practiced; it inspires 
the confidence of the patient and allows the surgeon to 
forestall any possible complications. Many men have not 
the facilities for proper home care. To these men the 
daily hand or foot bath, the proper application of a loos- 
ened splint, the instillation of collyria or withdrawal of 
soiled drainage and re-insertion of new, means the more 
rapid healing and a quicker return to work. Close con- 
tact with a patient brings confidence to the patient, and 
confidence means better co-operation with the surgeon. 

No industrial surgeon’s equipment is complete without 
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proper facilities for carrying out a good measure of 
physiotherapy. The application of physiotherapy in all its 
various phases is not the haphazard routine that it has 
been in years gone by, but a special branch of after care 
in which every surgeon should aim to make himself pro- 
ficient. 

In the Alpine lamp and the Quartz lamp, we have effi- 
cient agencies for the removal of pain. In the pain of 
back sprain, ankle sprain and the general bruises, which 
are so common, we have a most useful agent if properly 
used. On the other hand, the Quartz lamp can do much 
damage if left to the hands of a novice. I have seen sev- 
eral severe burns as the result of too diligent operation 
of the Quartz light. In the ulcers resulting from injury to 
varicose legs, I have seen healing progress when all other 
measures seemed to fail. Indolent granulations, which 
seem to resist all other treatment, very often resolve and 
healthy granulations begin, as in old burns of long stand- 
ing. As to the depth of penetration of the various lights, 
there is some doubt that it goes very much below the 
surface covering, but leucocytosis and blood supply are 
increased. 

In diathermy, we have at our command a means of 
introducing concentrated heat almost to a mathematical 
exactness. Diathermy has comparatively no germicidal 
action, but in it we have a powerful agent in producing 
active congestion, in stimulating the artero-venous circu- 
lation to and from the part. 

It is to be hoped that in the use of the various me- 
chanical agents at our hand, we will not become lax or 
hesitant in the quick use of surgical means where such 
is needed. 


DEATH FOLLOWING CAUTERIZATION OF 
THE CERVIX 
By W. W. Cross, M.D., Fresno, Calif. 


INTRODUCTORY NOTE 


Some stupid physicians who still claim to doubt that 
the practice of medicine is a hazardous vocation might 
learn lessons about safety of more than one kind by a 
careful perusal of this report by Doctor Cross. 

That it is still easier to sell some doctors life insurance 
than it is insurance to protect health and reputation, is an 
inexplainable fact.—EpiTor. 


This report is made because death followed a proce- 
dure usually considered free of danger. 

I became familiar with the circumstances regarding 
this patient at the necropsy. The following information 
was obtained from the physicians who attended her dur- 
ing her illness. 

Mrs. X applied to her physician April 21, 1925, com- 
plaining that she had an irritating vaginal discharge. 
She was 35 years of age, apparently in a fair condition 
of health. The physical examination failed to disclose sig- 
nificant facts other than those bearing upon the condi- 
tion for which she applied for treatment. The vaginal 
discharge, according to the patient, had developed after 


the birth of her second child, who is now 18 months of 
age. 

Examination revealed a vaginal discharge, irritation 
of the vagina and vulva, the skin of the thighs showed 
discoloration, apparently caused by the secretion, the cer- 
vix was red, lacerated, and had granulating tissue pro- 
truding from the opening. 

Treatment consisted in an application of silver nitrate 
in a 25 per cent solution to the cervix, and an antiseptic 
douch prescribed for her use at home. The silver solu- 
tion was used at intervals of four days. Twenty-two days 
following her first visit, menstruation occurred, according 
to her statement, and she was advised to have the cervix 
cauterized, as the local condition remained the same. She 
was examined by an associate, as well as by the physi- 
cian in charge, and both were of the opinion she was not 
pregnant. 


Cauterization of the cervix was performed with an 
olive-point electrode, the canal curetted, and the surface 
again seared over with the olive point, the canal loosely 
packed with iodoform gauze. This was done Tune 2; the 
gauze was removed June 4. The next morning, June 5, 
the patient had chills, fever, and a general appearance of 
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serious illness. At this time the husband became dissatis- 
fied with the situation and discharged the physician. 

From those who subsequently directed the treatment, it 
was learned that the patient -had a temperature of 105, 
the circulation was embarrassed, and blood cultures were 
positive for streptococcus; white blood count, 6200. Death 
resulted on the eighth day following cauterization. 

At the post morten made the day following death, an 
examination of the abdomen and genital canal only was 
made. Upon opening the abdomen a moderate amount 
of gas was found in the intestine, the surface was smooth, 
normal in color and free from exudate, except over the 
surface of the uterus, tubes, and ovaries. In this area 
the surface was smooth, free from exudate, and glisten- 
ing. The color was changed by a uniform red which 
traveled apparently along the course of the blood vessels; 
the uterus and appendages were not swollen or enlarged. 
These structures, including the greater portion of the ° 
vagina, were removed. When the genital canal was di- 
vided posteriorly, the cervix showed ‘a slight discolora- 
tion, due to hemorrhage into the tissue. There was not 
evidence of trauma. The mucous membrane was smooth, 
red and free of any evidence of trauma; the cavity free 
of membrane or debris. 

It is worthy of comment that the embalmer injured 
his finger during the process of injection, and died four 
weeks later from septic poisoning. As the husband be- 
came dissatisfied with the patient’s physician, a change 
was made and during the time she was under treatment 
by the second physician the question of pregnancy was 
raised. Had pregnancy been present, a criminal proceed- 
ing undoubtedly would have resulted. Although cultures 
were not made from the cervix, it does not appear unrea- 
sonable to ascribe the patient’s death to infection lurking 
in the tissues cauterized. The end of a normal delivery 
could have resulted in disaster, charged to faulty atten- 
tion at the time of delivery. Repair of the cervix and 
perineum could easily be the exciting cause of a disaster. 
The making of cultures before simple repairs may be the 
means of avoiding serious complications in a simple pro- 
cedure, usually free of concern to the operator. 


Mattei Building. 


Demonstration of Female Sex Hormone in Circu- 
lating Blood—R. T. Frank, M. L. Frank, New York; 
R. G. Gustavson and W. W. Weyerts, Denver (Journal 
A. M. A.), have been able to show that the female sex 
hormone is present at times in demonstrable quantity in 
the circulating blood. The hormone is present only in 
great dilution. From the blood of five sows in extrus and 
the blood of one bull, an alcohol benzene extract was 
made and injected into one or more castrated rats and 
the vaginal smear watched. None of the anestrous bloods, 
or the male blood, gave a positive reaction. Of the five 
bloods obtained from estrous animals, four gave positive 
results with a total dosage of 75 mg. of crude extract. 
With present methods of extraction, at least 300 cc. of 
estrous blood is necessary to obtain 75 mg. of extract 
necessary for the test. Even with the present crude and 
not quantitative methods of concentration, these results 
show that: (1) the female sex hormone can be recovered 
from the circulating blood, and (2) the quantity in circu- 
lation is greater during estrus than during the interval. 


Underestimation of Good Results in Mental Dis- 
eases—The careers of 1054 consecutive patients admitted 
to the department for mental and nervous diseases of the 
Pennsylvania Hospital were studied by Earl D. Bond, 
Philadelphia (Journal A. M. A.), for a period of from 
five to ten years. The patients had the more severe men- 
tal diseases. Of 1054 consecutive patients admitted, thirty 
were lost. Of the 1024 patients that could be followed 
over five years, 274 recovered and stayed well; 159 im- 
proved greatly; 331 died, and 260 remained stationary or 
grew worse. Bond says that everything in psychiatry 
today points to the prospect of increasing the recovery 
percentage by getting at mental diseases early. If by get- 
ting at them late, consecutive cases may be expected to 
show full return to function in 25 per cent and ameliora- 
tion in 15 per cent more, the general practitioner first, 
and the psychiatrist later, is justified in taking as hopeful 
an attitude as is taken for surgical problems. 
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The Lane Medical Lectures 


The Lane Medical Lectures will be given in 
Lane Hall, Stanford Medical School, Sacramento 
and Webster streets, San Francisco, Monday to 
Friday, November 9 to 13, 1925. 

Lecture 1, November 9, 1925—Congenital Dislocation 
of the Hip. 


Lecture 2, November 10, 1925—Arthroplasty—History 
and General Considerations. 


Lecture 3, November 11, 1925 — Arthroplasty — Tech- 
nique. 


Lecture 4, November 12, 1925—New Conceptions of the 
Pathogenesis of Sciatic Pain. 


Lecture 5, November 13, 1925— The University of 
Bologna in the History of Medicine. 


Doctor Vittorio Putti 


On invitation of Doctor Ray Lyman Wilbur, 
President of Stanford University, these lectures will 
be given by Doctor Vittorio Putti of Bologna, Italy, 
one of the world’s most distinguished orthopedic 
surgeons. Comparatively a young man, he is full 
professor at the University of Bologna, and has been 
since the year 1910 director in the Rizzoli Institute 
in that city. 

When he was a student at the University of 
Bologna, the great name of Antonio Codivilla 
turned his attention to the newly founded Rizzoli 
Institute. The surgery of the limbs and, in a 
broader sense, of the entire motive system of the 
human body had received from Codivilla a novel 


impetus which was destined to modify and vastly 
enlarge the field usually assigned to orthopedic 
surgery. 


Part of Rizzoli Institute, with City of Bologna 
in Distance. 


In the year 1910, Putti succeeded Professor Codi- 
villa in the direction of the Rizzoli Institute, which 


Main Hall of Umberto I Library. 
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Anatomical Museum. 
(Old refectory of the Monks.) 


had become part of the medical school at the Uni- 
versity of Bologna. During the war the Rizzoli 
Institute was made a surgical center for the care 
of the maimed and disabled soldiers. In its work- 


Department of Upper Limbs Work. 


shops thousands of artificial limbs were made under 
the direct supervision of the medical staff. 

This intimate connection between mechanical and 
surgical science was an entirely new development 
in the field of Italian orthopedics. Having experi- 
mented and widely used the Vanghetti theory of 
cinematic surgery, Professor Putti always made a 
point of examining the stump with the artisan who 
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Pediatric Ward. 


was to manufacture the mechanical appliance so as 
to conform and possibly adapt the work of the sur- 
geon to the mechanical demand of the instrument 
which was to be animated by the residual energies 


Department of Lower Limbs Work. 


of the stump itself. The artificial limbs made at 
the Rizzoli Institute won the Gold Medal at the 
exhibits held in Paris and London. 

It may be interesting to note that the workmen 
who made the wooden limbs were mostly experts 
in the carving of art furniture, a traditional Italian 
trade. The furniture was adorned by them with 
carved’ figures and ornaments which required a 


Kinesitherapy Ward. 
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Orthopedic Celluloid Department Work. 


knowledge of drawing and of anatomy which was 
turned to a useful purpose in the carving of artifi- 
cial limbs. The visitor may also note with interest 
that reproductions of Leonardo’s anatomical draw- 
ings are used as models in the Bologna workshop. 

Putti has twice visited America, is an honorary 
member of the American Orthopedic Association, 
and has many friends and acquaintances among the 
leading surgeons of America. 

In 1923 he visited South America and lectured 
extensively in Argentina, Brazil, Peru, and Chile. 
He performed several important operations in San 
Paulo and Rio, and on his desire the honorariums 
which were offered for his professional service were 
given to the hospital. 

The Rizzoli Institute for Orthopedic Diseases 
is named after Professor Francesco Rizzoli, who be- 
queathed his entire fortune for its establishment. It 
is located in the former Monastery of the Olivetan 
Monks on the hill of San Michele, in Bosco, over- 
looking the city of Bologna. Besides the beautiful 
surroundings, the building in itself is of great 
interest. 

The library is located in a hall adorned by fres- 
coes of the sixteenth century. The oak-panelled 
room, used by the monks as a refectory, has been 
transformed into a pathological museum. On the 
floor of the long corridors and court, quaint inscrip- 
tions and astronomic signs are to be seen. The In- 
stitute can accommodate 200 patients, but the large 
halls and wide corridors allowed it to receive up to 
1000 soldiers during the war. 

Besides the wards, private rooms, and special de- 
partments for children, the Institute is equipped 
with gymnasium, library, scientific laboratories, mu- 
seum, and orthopedic workshops. There is now a 
branch of the institution in Cortina d’Ampezzo, 
where at an altitude of 7000 feet the patients enjoy 
mountain air and heliotherapy. 

The lectures and courses for students of the Uni- 
versity of Bologna take place in the Institute itself, 
and are attended by medical students from every 
part of Italy as well as from many foreign coun- 
tries, including North and South America. 


LANE MEDICAL LECTURER 


Thus we have before us a brief sketch of the 
man—and his background—who is to give the Lane 
Lectures for 1925. Not only orthopedic surgeons, 
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Department of Leather Work. 


but physicians of all classes ought to attend these 
lectures. 

Why not set aside the week of November 9 to 14, 
to hear, meet, and know Doctor Putti? Physicians 
from other localities will be able to spend all of 
their available time in interesting conferences with 
other medical teachers and colleagues in any of the 
splendid hospitals of the city. 


EVERY DOCTOR A HEALTH OFFICER 


President George E. Vincent of the Rockefeller 
Foundation said several mighty interesting things 
(L. I. Med. Jour.) in a recent address before the 
Kings County (New York) Medical Society. At 
least we find them interesting because they are along 
the line that CALIFORNIA AND WESTERN MeEpI- 
CINE has been preaching for years. In effect they 
are, that permanent health progress will move ahead 
precisely as physicians practice. 

President Vincent had become so interested in the 
gratifying reports about better health among the 
people of Denmark that he sent a representative to 
study the secrets of success. The summary of the 
representative’s report President Vincent gives in 
this sentence: 


“In Denmark every doctor is a public health 
officer, and every public health officer is a 
doctor.” 


There was only one full-time public health offi- 
cer in Denmark. There were no “Clean-up weeks,” 
“tag days,” “sales of seals,” nor “vociferous cam- 
paigns of education.” ‘The writer goes on to say 
that the “limits of public authority (in health mat- 
ters) are coming to be recognized.” Precisely, and 
it is here—as always—that the personal health doc- 
tor is again being discovered as public health doctor 
upon whom the health progress of persons and 
masses unavoidably devolves. There is too much 
ballyhoo about health by people who do not and 
cannot know what they are talking about, and one 
of the chief results of their activities—whether or 
not so intended—is to lead average citizens to think 
less of the ability and usefulness of their doctors 
who do not utilize circus methods to promote their 
cause. As President Vincent points out, we are only 
beginning to appreciate that our boast of great, 
highly effective fire departments is made “without 
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realizing that the very need for them is a national 
disgrace.’ Some day—maybe—we will develop the 
same intelligent consciousness about “great public 
health departments.” 

However, we are now in a much earlier stage of 
development in health promotion, and we may con- 
tinue to expand our fire departments of health until 
reaction comes and returning sanity again reveals 
the simpler, cheaper, and more effective method of 
the individual and family “health counselor.” There 
is a place for organized public health, and there is 
plenty for such organizations to do. There is even 
a place for the public health “orricer,” and there 
is great need for the public health poctor. The dis- 
tinction between “officer” and “doctor,” as here 
used, is important and significant: Society needs 
more health doctors and fewer health officers. The 
public health doctor never forgets he is a doctor, 
and many health officers never have been doctors in 
the sense we mean, or, if so, they have forgotten the 
fact. 


WHO FILLS YOUR PRESCRIPTIONS? 

Ignorance, mistakes, or worse, on the part of 
pharmacists and other technicians who fill doctors’ 
prescriptions are reflected with increasing frequency 
in the public press. Now it is substitution of corro- 
sive sublimate for calomel; then it is inaccurate 
weighing and consequent overdosage; here it is 
wrong technique in preparing arsenicals, toxins, 
antitoxins or other dangerous substances, and there 
it is some other tragedy from some other form of 
carelessness, irresponsibility, or worse, on the part 
of the dispenser. 

The doctor’s duty is not ended when he writes 
an order or gives a prescription. He should satisfy 
himself that his instructions will be carried out by 
directing the patient, if need be, where he can find 
reliable service. True, most people once felt they 
could rely upon the state’s license for such service, 
but it appears that this is now no more reliable in 
many places as to pharmacists and dispensers of doc- 
tors’ prescriptions than is the state’s license to prac- 
tice medicine a guarantee of the honesty or ability 
of a doctor. 

Newspaper stories are entirely too numerous of 
instances of poisoning by “wrong mixtures,” “over- 
dosage,” substitution or what not, by narcotized, 
criminally negligent, ignorant, or mentally ill tech- 
nicians who prepare dangerous supplies for doctors 
and their patients. 

Nothing in this editorial is intended to reflect 
upon the great majority of prescription pharmacists 
who are rendering well a necessary service and upon 
whom physicians and the public rely with confi- 
dence. It is their interest as well as that of physi- 
cians, and more important still that of the public, 
that warrants this caution. 





DIAGNOSTIC ERRORS 

Of all the stupid traditions that hang onto and 
around the practice of medicine, there is none worse 
than that old and long since outgrown practice of 
trying to find some one disease that would explain 
all of the patient’s symptoms and then looking no 
further before acting. Then if anything else should 
show up later, or if the symptoms continued after 


CALIFORNIA AND WESTERN MEDICINE 





Vol. XXIII, No. 9 





the cure, to blame it all upon “complications seque- 
lae or secondary disease.” 

Only a few years aga; given a patient with a 
leaking heart valve, and gall-bladder pain, much 
time was wasted in trying to make one of them the 
“primary or principal disease’ and the other as 
“secondary or a complication.” Too much of this 
sort of stupidity is still reflected in some hospital 
and morbidity records. 

A great medical teacher has said that he could 
satisfy himself as to efficiency and thoroughness of 
a hospital or a physician by the number of different 
diagnoses found in each patient. “Not primary and 
secondary complications and sequelae, but diag- 
noses.” 

The average number of diagnoses in large series 
of adult patients will show—and some of them do 
show—from two to six or even more separate 
troubles for each patient. Of course, there are sec- 
ondary troubles and complications directly resulting 
from some other disease. But this is not the impor- 
tant point from the standpoints of either preventive, 
ameliorative, or curative effort. 

Such narrow appreciation of the fundamentals of 
medicine, combined with a certain amount of care- 
lessness, is responsible for a certain amount of un- 
necessary surgery and other forms of medication. 
This story and its consequences are seen and recog- 
nized by most physicians. It is reflected in many of 
the scores of letters that pour in daily to the Better 
Health Service. Patients by the hundreds during the 
last year have told their troubles, which may be illus- 
trated by one: The patient complained of vague 
digestive symptoms. Physician’s examination showed 
some tenderness in the right abdomen. The ap- 
pendix was removed. The symptoms continued. 
The gall-bladder was removed. The symptoms still 
continued. The pelvis was examined, and some 
trouble found. The uterus was placed and fixed. 
More of the same and, of course, other symptoms. 
A neuropsychiatrist found a definite neurotic back- 
ground, and made a diagnosis of hysteria. Appro- 
priate treatment does all that could be done, con- 
sidering the years of misapplied effort. It does all 
that was indicated at any time during the patient’s 
illness. 

Every physician can tell many stories to the same 
general effect. A larger proportion of patients than 
formerly now recognize that physicians make human 
errors, and more and more intelligent people are 
judging a physician by his education, his humanity 
and, above all, by the earnestness and thoroughness 
with which he applies himself to his problems. 


Clinical and Serologic Studies of Neurosyphilis With 
Tryparsamide Therapy—In a series of thirty-seven cases 
of neurosyphilis, in all of which anti-syphilitic treatment 
had been given previously, tryparsamide therapy com- 
bined with special technic has proved, in the hands of 
J. M. Wolfshon and Carlos Leiva, San Francisco (Jour- 
nal A. M. A.), an apparently distinct advance over other 
forms of treatment. The improvements are mostly symp- 
tomatic. Tryparsamide in doses of 2.5 gm. may and does 
occasionally cause ocular symptoms, but no .more often 
than do other arsenicals. It is one of the best tolerated 
of the arsenicals used in the treatment of neurosyphilis. 
It has little or no effect on the serologic reactions in gen- 
eral paralysis. It is distinctly beneficial, both clinically 
and serologically, in certain types of tabes. Tryparsamide 
is a distinct addition to the therapy of neurosyphilis. 
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The Month With The 
Editor 


Notes, reflections, extracts from correspondence, com- 
ment upon medical and health news in both the scientific 


and public press, briefs of sorts from here, there and 
everywhere. 


That the Roving Searchlight of health “uplift” is 
already turning its glare elsewhere and leaving the 
“periodic health examination on your birthday” propa- 
ganda in the shadows, is obvious. 


This has been anticipated by intelligent thinkers from 
the beginning because: 


(1) As Lord Dawson, physician to the British King, is 
widely quoted as saying, the “card index” type of insur- 
ance or other. machine examination proposed by “up- 
lifters” or those with a financial interest in the person’s 
health is of little value. 


(2) Many medical magazines, including CALIFORNIA 
AND WESTERN MEDICINE, have iterated and reiterated the 
fact that a health examination of itself is of no value 
and often does harm. Diagnosis is only one link—and an 
inseparable one—of many that make a chain that may 
promote health. 


As Doctor Dawson so wel! says, if periodic health 
examinations are conducted by other than the person’s 
own private health counselor they “only produce periodi- 


cally a great amount of anxiety that may do any good 
otherwise achieved.” 


Doctor Have You Read that illuminating editorial 
headed “Oculists and Optometrists,” published in the 
Journal of the A. M. A., July 25, 1925? 


Are you following the developments in this problem in 
other scientific and general publications? . 


There is nothing complex or obscure about the prob- 
lem, but its unfolding is worth following closely, particu- 
larly by those who are in danger of getting hurt. 


The Attorney-General of California has ruled, ac- 


cording to press reports, that optometrists “may not use 
the prefix ‘Doctor.’ ” 


One writer suggests that “Doctor” might be substi- 
tuted for by “Doptor” for the optometrists. 


It is further suggested by the same author that the 
coinage of a new word might be helpful to the depart- 
ment of physics of the University of California in their 
embarrassing competition with the school of. medicine of 
the same university, in the “preparation” of persons to 
“diagnose and treat the diseases.and infirmities of human 
beings.” 

Skilled technicians, whether called opticians, optome- 
trists, or by whatever title, are essential and useful per- 
sons. The state should see to it that they are licensed 
upon a basis of sufficient education, intelligence, and 


technical training to accurately fill the prescriptions of 
an oculist. 


A good optician—or optometrist—should have precisely 
the same relation to an oculist that the well-trained tech- 
nician in any other branch of medicine has to the physi- 
cian. This is all that their background education and 
experience warrants their undertaking, and if any want 
to do more, they. should first secure the much more diffi- 
cult education of a physician. 


“SCIENCE AND LEARNING have outpaced our popu- 
lace,’ Doctor Wilbur announced in his Pennsylvania Uni- 
versity Day address. Astronomy is accompanied by its 
popular imitation, astrology; medicine has its great 
shadow-land of buncombe, deceit and plausible foolish- 
ness and chicanery. 


“One would think,” continues Doctor Wilbur, “that a 
sense of humor alone would keep our fellow-citizens from 
thinking it possible that the stars in their courses were 
interested in the welfare of their livers and the success 
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of their love affairs, but it takes time and much educa- 


tion to cultivate more than the surface of the ordinary 
humand mind.” 


“A considerable part of our so-called cultural educa- 
tion is about as genuine as Santa Claus.” 


“Rustling, not rusting, is needed to improve a good 
mind, and no amount of action on the screen can develop 
the body muscles of the onlookers.” 


The Shining Exception— “Did any of your family 
ever make a brilliant marriage?” 


“Only my wife.” 


“WE FAIL TO REMEMBER,” believes J. E. Sweet 
(Ohio Medical Journa!), “that all research work in medi- 
cine starts with the patient, and will ultimately revert to 
the patient when the answer is found.” 


“It is easier for the patient today to put him into a 
Ford and transplant him fifty or seventy-five miles to the 
nearest hospital than it was fifteen years ago for him to 
wait while the old farm horse plodded to the village, to 
find the doctor thirty miles away in the other direction.” 


We Saw in Print recently a statement that the “school 
children of Los Angeles are treated by the school nurse 
after the physician has made the diagnosis.” 


Draw your own conclusions. 


Another Attack of Eugenics— 


“There’s been quite a rumpus in the school yard. What 
is it all about?” asked the professor. 


“Why,” explained Harold, “the doctor has just been 
around examining us, and one of the deficient boys is 
knocking the stuffiings out of a perfect kid.” 


“A CURIOUS WORLD devours news of politicians 
maneuvering their nations into wars, but skips over the 
news of still greater wars always going on at the out- 
posts of civilization. There, where deadly enemies know- 
ing no creed or boundary lines stand always at the gate, 
the army of medical science fights on without truce. .. . 
On every front, on every advanced line, medical science 
fights on for humanity going its heedless way.”—San 
Francisco Chronicle. 


When great metropolitan newspapers editorialize 
statements like this we feel that progress is broad- 
ening. 


Statistics— 


Old Uncle Eben Jones went into a life insurance office 
and requested a policy. 


“Why, uncle,” said the president, “you are too old for 
us to take the risk. How old are you?” 


“Ninety-seven come next August,” said the old man, 
and added testily, “If you folks will take the trouble to 
look up your statistics, you'll find that mighty few men 
die after they’re 97.” 


“Pre?” Pre? Pre pre!—We have pre-ed most every- 
thing from birth to death. 

Now comes the latest “broadcast,” in which a life in- 
surance company devotes pages to what they call “Pre- 
symptoms”!! Constipation is listed as one of their pre- 
symptoms. YE Gops!! 


IT WOULD BE SAFE to wager that the editor of the 
San Francisco Chronicle received a hundred letters of 
protest about that paper’s very fine editorial about cancer 
quacks. 

We need more newspaper editors who will make state- 
ments like the following from the Chronicle editorial, and 
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who will at the same time apply the same policy to their 
advertising pages: 

_ “Cancers have yielded to the surgeon’s knife, but only 
in the hands pf skillful men, and these will be found 
always to be reputable and ethical practitioners. .... 
When there is a known cure it will be found by reputable 
men, and they will not keep it a secret. It will be given 
to the whole medical world, and for no selfish, financial 
motive. Anyone who claims to have discovered a short 
cut to a cure and uses it for profit reads himself out of 


the fellowship of decent men. He is a quack and a very 
cruel one.” 


The announcement that Doctor Rosenow “advances the 
hypothesis” that hiccough may be caused by streptococci 
leads a writer (Practical Druggist) to pen the following 
lines, which Dudley Smith enjoyed so much that he sug- 
gests we pass them along: 


THE HUMBLE HICCOUGH 


In days of old when beer was sold 
At costs extremely low, 

We used to think that it was drink 
That made us hiccough so; 

But now the news that we peruse 
Informs us but to mock us 

That every hic proclaimed us sick 
And bit by streptococcus. 


What time his spouse would greet a souse 
That kicked him home a-blinking 

And, features grim, would say to him, 
“Adolphus, you’ve been drinking.’”’ 

Ehu! ’twas then the good days when 
‘Twould have been worth the money 

To say, “Th’ bunk! No, I’m not drunk, 
I’m streptocockeyed, honey!’’ 


“S. S. S.” one time widely recognized as the pseudonym 
of a patent medicine, later as a signal of distress, is now 
being more or less extensively interpreted as “Sob Sister 
Stuff.” 

There seems to be a chance that these “Sob Sisters” 
may concentrate their “excess of emotional perspira- 
tion,” commonly called the “milk of human kindness,” on 
evolution. 

This will be helpful to many good causes they now 
embarrass, and evolution is a more harmless toy for them 
to play with than is the more prosaic question of health. 

Dramatizing health essentials is much like dramatizing 
the Ten Commandments; it is a hard uphill pull, and 
no rest stations. 

The way the pendulum is now swinging, the first thing 
we know the health centers and hip-hurrah methods of 
medical practice will be as dead as the stupid “health 
clown” propaganda and “Little Willie” health stuff of a 
few years ago. A lasting impression was made upon 
many by some ungainly “health fairy” dressed in white, 
exposing in her contortions the unappetizing movements 
of flabby oversized calves, unwieldy and flappy abdomen 
and heavy, pendulous breasts. 


Well, it’s about over, and many of the chronically ill 
and otherwise handicapped are forced to go back to doc- 
tors and nurses for services. So be it! 


“SO FAR,” says President Vincent of the Rockefeller 
Foundation, “the outlook for the general practitioner in 
the United States is still cheerful.” 


Encouraging deduction that, which the writer supports 
by declaring that it is a “serious fallacy” to say that 
“poorly trained professional people go to the country. 
They are safer in the city.” 


Evening Up — He — “Is she progressive or conserva- 
tive?” . 


She—“I don’t know. She wears a last year’s hat, drives 
a this year’s car, and lives on next year’s income.” 


AN EASTERN NEWSPAPER in discussing one of our 
California homicide trials concludes that “it’s a poor 
alienist that won’t work both ways.” 

It seems to us unfair, in view of recent history, for 
a Chicago paper to pick on California alienists. 
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“A NEW LAW is presented which will give the owner 
of a piece of ground the right to charge aviators for the 
use of the air above it. 

“We knew that someone would soon invent a way for 
charging for the air you breathe. The only two free 
things left in the world were air and the doctor’s time 
at the clinic. And now the air is to be collected for, while 
the physician still hustles down to the clinic to bestow 
his generosity on foreigners with rags on their backs and 
gold under the hearthstone at home!” 


“THERE IS NO CREAM IN CREAM OF TARTAR, 
no grape in grapefruit, and no milk in milk of magnesia.” 
However, there is bull in Bull Durham, Pathis in Oste- 
opathis, and Tics in Chiropractics. 


‘ Comments—I wish to thank you for the attention 
which you have given the papers of Dr. Wisner, for- 
merly of our group. They have been published in nice 
style, and we appreciate the editorial comment. I have 
sent a copy of the Journal to President Pritchett of the 
Carnegie Foundation.—F. V. Simonton, Chairman Cali- 
fornia Stomatological Research Group. 


I See by the Papers That— 


Annie Laurie, one of the most effective of newspaper 
writers, has been using her “lancet” upon the “Elixir of 
Youth—again” crowd. 

She takes as her text Steinach’s “latest” of many “dis- 
coveries,’ which should have occupied advertisement 
space, but which his representatives succeeded in selling 
as news. 


“Who will believe,’ asks Annie Laurie, “that Stein- 
ach’s new elixir of youth, for sale at so much a hypo- 
dermic, will make young again old ladies whose brains 
stopped growing at sweet sixteen; old men in their second 
childhood; pitiful old wives and pathetic old husbands.” 

Hundreds of thousands, and even millions, will believe, 
sacrifice and buy.” What? 


The number of stupid suckers would be materially 
reduced if our well-intentioned editors would make 
these propagandists pay for their space just as they 
do the “junior Steinachs” who, like the poor, are 
always with us. 


—Two California doctors are defendants in a $500,000 
damage suit. According to the story, such a severe infec- 
tion followed an operation for the removal of “surplus 
flesh” about the ankles that both legs had to be ampu- 
tated. Now the patient wants half a million dollars for 
alleged “negligence.” 

Another doctor is defendant in a malpractice suit be- 
cause a local infection and an ugly scar followed an ordi- 
nary intramuscular injection. 

Still another doctor is charged with malpractice (negli- 
gence) because of injury produced by infiltration of sal- 
varsan into the tissues about the arm vein. 

As we have stated repeatedly, the practice of medi- 
cine is constantly growing more hazardous. The phy- 
sician who does not protect himself and those de- 
pendent upon him against unavoidable accidents is not 
deserving of any special sympathy. 


—Another Doctor Gets His Picture and scraps of an 
“interview” prominently before the public by claiming that 
“women are 20 per cent crazier than men.” Of his last 
15,000 “cases,” “60 per cent were women.” 

Some papers charge space rates for “news” (?) of this 
character. 


—Bishop Fiske (American Mercury) takes an awful 
“swat” at “organized commercialized social service.” No 
matter what one’s convictions may be, it is well worth 
while to read what the ever-growing group of writers—of 
whom Bishop Fiske is only one—have to say about placing 
humanitarian and spiritual services, which the Master 
called charity, upon a “business basis.” 

Persons who have openly repudiated the Old Testa- 
ment and have given us a variety of versions of it to 
suit this or that group are on the road to similar actions 
with the Gospels. Jesus Christ, in speaking of charity 
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said, “Let not your left hand know what your right hand 
doeth.” 

Modern “experts” organize charity upon a “business 
basis” and designate their organizations as “voluntary 
government.” 

I wonder. 


Chiropractors are not “legally qualified physicians” 
within the meaning of a health insurance policy, accord- 
ing to a ruling of the Supreme Court of Wisconsin, in 
the case of Jake L. Isaacson vs. Wisconsin Casualty As- 
sociation. The plaintiff, while sick, submitted to treat- 
ment by a chiropractor for part of the time. The policy 
provided that he could make claim only for the time he 
was treated at least once a week by a “legally qualified 
physician.” The Supreme Court decision was a reversal 
of the lower court’s judgment.—Underwriters Report. 


“The Legion News,” the official publication of the 
California department of the Legion, editorially drastically 
criticizes doctors for opposing the Reed-Johnson Act. Sev- 
eral members have sent in clippings of an editorial which 
makes the statement, among others, that: “From the medi- 
cos’ point of view, a soldier is entitled to little or nothing 
from the country he helped preserve during the trying 
period of war. From their standpoint it might be well 
to have frequent wars in order to build up a lot of work 
for our country doctors that they might better make a 
living.” 

One might think from this untruthful statement that 
none of our doctors were veterans. As a matter of fact, 
no other vocation enrolled such a high percentage of its 


members nor made greater sacrifices for our common 
cause. 


The Legion News editor is unfair to a large group of 
the members of his own organization in thus attacking so 
viciously their principles, motive, and integrity. 

As to the Reed-Johnson bill, unless we mistake the signs 


of the times, it is destined to travel the usual stormy 
road of socialistic schemes. 


IF THE NUMBER OF COPIES of a form letter of 
the “Life Extension Institute, Inc., of New York,” sent 
in to us with marginal notes, are indicative, this corpo- 
ration’s methods “as middlemen” in the practice of medi- 
cine in California are causing both them and the doctors 
some concern. 


The letter in question purports to be “a correction of 
misstatements about The Life Extension Institute Incor- 
porated.” 


The two paragraphs of the letter which have aroused 
the ire of some of our members, and which have “tickled 
the funny bone” of others, read: 

“Reports have been circulated in medical circles to the 
effect that the Life Extension Institute buys examina- 


tion reports from physicians and then sells the informa- 
tion received to insurance companies for higher fees. 


“The facts are these: The Life Extension Institute con- 
tracts with insurance companies for service to policy- 
holders. This service includes a medical examination, for 
which a fee is paid to the physician. The remainder of 
the fee receved from the insurance company is used to 
pay for the other phases of health education service ren- 
dered to policy-holders.” (The bold face is ours.) 


Read the charge and the reply again. It’s interesting 
AND illuminating. Several of our correspondents ask if 
the corporation’s admission that there is a “remainder of 
the fee” does not constitute an admission of the charge 
that they “buy at one price and sell at another.” 


One of our members comments upon this point thus: 
“T didn’t larceny nothing; I just stole the hawg.” 
Another correspondent pencils this limerick on the 
margin of his copy: 
There was a young lady of Niger 
Who smiled as she rode on a tiger; 
They came back from the ride 


With the lady inside 
And the smile on the face of the tiger. 


MALPRACTICE SUITS are being reported against 
physicians for accidents and results following the use of 
anesthetics in the doctor’s office. 

There is no law that prevents a physician’s anesthe- 
tizing a patient in his office. But when he does so, he 
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assumes moral, professional and legal hazards that most 
doctors prefer to avoid. The doctor who assumes such 
responsibility should at least protect his family by ade- 
quate liability insurance. 


IF THERE REALLY ARE TIMES when ignorance is 
bliss, they assuredly do not include the ominous moments 
when a wily beauty specialist permits the life-killing rays 
of short wave length to impinge on the bearded skin of 
his unsuspecting victim.—Editorial, Journal A. M. A. 


That the Way of the Transgressor Is Hard is just 
as true for the advertising, propagandizing, “interviewed- 
by-force” doctor as it is for the near doctor who sells 
some form of “hot air” as a panacea. 


What happened to “Dr. Leonard Keene Hirshberg, 
A.B., M.A., M.D. (Johns Hopkins University)” is a 
good sample illustration; for details, see editorial Journal 
A. M. A., August 1, 1925. 


TODAY, LIFE CALLS for physicians who are men 
of character, clean men, with honest self-sacrificing de- 
votion to humanity and to truth. Equanimity, humility, 
and sympathy should dwell in the spirit of one who at- 
tends the suffering.—Editorial, Atlantic Medical Monthly. 


“BETTER HEALTH” is now being broadcast by the 
Gorgas Memorial Institute as “The Gorgas Idea.” This, 
in spite of the fact that “Better Health” has been for 
years protected by usage and the copyright laws as the 
title and working slogan for progressive health work 
emanating from California. The Gorgas Institute people 
know this, and we wonder how much further they will 


go in appropriating to their own use the property, by 
usage and law, of others. 


DOCTOR OTIS ALLEN SHARPE writes us that he 
has suffered “chagrin, ridicule, and much damage” from 


recent unauthorized publicity about some of his work in 
certain newspapers. 


The articles did read much like some of the illustrated 
interviews with “great goat gland specialists” that have 
“Advt” placed inconspicuously at the bottom. 

We don’t blame Doctor Sharpe for repudiating the 


whole thing, and hope he will persist in his present plan 
to seek legal redress. , 


From the Medical Press— 


—Doctor Benjamin Kramer (Am. Jour. Dis. Children, 
August) claims to have cured eight children suffering 
from “active rickets” by the administration of “irradiated 
milk.” His methods are described. 


—Doctors Samuel J. Levin and John P. Parsons (Am. 
Jour. Dis. Children, August) found the skin “blanching 
test” of Schultz-Charlton effectively and specifically dia- 
gnostic in fifteen cases of scarlet fever. Evidence given 
in detail. 


SHOULD DRUG ADDICTION be a reportable dis- 
ease, we are asked. This is an important question, and 
we would like to have your answer to it. 

If drug addiction is a disease—and it undoubtedly is— 
it certainly is a dangerous one, and communicated rather 
indiscriminately. Might not placing it upon the reportable 
list serve a useful purpose? 


Treatment of Intracranial Hemorrhage in the New- 
born—Clifford G. Grulee, Chicago (Journal A. M. A.), 
feels that in the present state of our knowledge the best 
treatment for intracranial hemorrhage is absolute quiet 
and rest; that the measures up to the present time 
adopted for the relief of the condition are satisfactory 
neither from the theoretical nor from the practical stand- 
point; that the damage is done before the measures can 
be of value, and that, as a consequence, until a diagnosis 
is made much earlier than seems at present possible, the 
best plan to be followed is to see that nothing is done to 
disturb the quiet of the infant. 








Medical Economics and 


Public Health 





These Gems are quoted from widely published ex- 
tracts of an address by a professor of a much heralded 
school of public health. 

This professor, who is teaching doctors to be “public 
health officers,” tells the world that the chief medicaP ser- 
vice of the future “will center about the county hospital” 
with a “full-time salaried staff” for the hospital “and 
clinics.” 

This state medicine—or more correctly, county medi- 
cine—center will serve “all the seriously sick of the 
county”; “maternity cases” and all those suffering from 
“obscure and chronic complaints.” 

“Private practitioners,” according to this paragon, will 
be “mainly concerned with the health supervision of their 
patients.” Even these “private practitioners” will be paid 
upon an “annual fee basis” and all the health work of a 
county will be regulated by a “medical director” respon- 
sible to a “board of trustees.” 

This speaker and the school he represents are not alone 
by any means in the apparent renewal of efforts to 
sovietize health in the United States. 





The Pacific Coast Conference of Health Officials 
and the annual convention of the Health Officers of Cali- 
fornia meets at Long Beach, California, September 28 to 
October 3. Dr. F. W. Browning, Hayward, California, is 
secretary-treasurer of both organizations. 






The United States Public Health Service Wants 
More Doctors—Applicants must be not less than 23 nor 
more than 32 years of age, and they must have been 
graduated in medicine at some reputable medical college, 
and have had one year’s hospital experience or two years’ 
professional practice. They must pass satisfactorily, oral, 
written and clinical tests before a board of medical offi- 
cers, and undergo a physical examination. 

Examinations will be held in San Francisco, Septem- 
ber 14. Further information may be obtained from the 
Surgeon-General, U. S. Public Health Service, Washing- 
ton, D. C. 





New Health Officers Receive Appointment — Ac- 
cording to the California State Board of Health Bulletin, 
the following appointments and changes have been made 
recently: 


Dr. E. B. Philbrook has been appointed health officer 
of the city of Santa Cruz to succeed Dr. W. H. Congdon. 
Doctor Philbrook is licensed to practice medicine and sur- 
gery in California, but is not a member of the California 
Medical Association. 

Dr. Charna G. Perry, a member of the California 
Medical Association, succeeds Dr. Allen H. Vance as city 
health officer of Sausalito. 

Dr. R. C. Main, health officer of Monterey County, has 
taken over the public health administration of the cities 
of Pacific Grove and Monterey, both of which munici- 
palities are now included in the county health unit. 

Mr. M. B. Ordway was formerly health officer of Pa- 
cific Grove, and Mr. H. R. Alexander of Monterey. Com- 
munications should be addressed to Dr. Main at Salinas 
or Mr. Clyde L. Dorsey, deputy health officer, Monterey. 
Doctor Main is licensed to practice medicine and surgery 
in California. He is not a member of the California 
Medical Associaton. 

Dr. Smith McMullin of Yuba City has been appointed 
health officer of Sutter County, succeeding Dr. W. L. 
Stephens of Meridian. Doctor McMullin is a member of 
the California Medical Association and is licensed to 
practice medicine and surgery in California. 

Dr. F. W. Townsend of Loyalton has been appointed 
health officer of Sierra County, filling an office which has 
been vacant for several months, following the departure 
of Dr. A. O. Eckhardt. Dr. Eckhardt is a member of the 
California Medical Association, but Doctor Townsend is 
not a member. 
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Mr. Edgar A. Miller has been appointed health officer 
of the newly incorporated city of Tujunga in Los Angeles 
County. Mr. Miller is not licensed to practice medicine 
and surgery in California. 


Mr. F. A. Beggs has been appointed health officer of 
Signal Hill, succeeding Dr. Arthur E. Pike. Mr. Beggs 
is not licensed to practice medicine and surgery in Cali- 
fornia, and is not a member of the California Medical 
Association. 


Dr. H. S. Gordon has been appointed health officer of 
Perris, succeeding Dr. D. W. Sheldon. Doctor Gordon is 
not now a member of the California Medical Association, 
— is licensed to practice medicine and surgery in Cali- 
ornia. 





Encouraging Types of Advertising — Physicians of 
Southern California will shortly receive a brief circular 
from M. J. Benjamin regarding his “Natural Support for 
Hernia.” Mr. Benjamin is an advertiser in CALIFORNIA 
AND WESTERN MEDICINE, and the encouraging feature of 
his other advertising matter is, that he voluntarily sub- 
mits his “copy” to the California Medical Association for 
acceptance before he issues it. 


In a letter Mr. Benjamin says: “I am prompted to sub- 
mit this to you because of my being an advertiser in 
CALIFORNIA AND WESTERN MEDICINE and because of my 
desire to conduct my business along ethical lines. If there 
is anything objectionable regarding this form of adver- 
tising or the copy used, I will be glad to change it sufh- 
ciently to make it acceptable.” 


Several of our advertisers have adopted similar prac- 
tices, to the interest and advantage of the public health, 
and, we firmly believe, to the financial advantage of the 
honest vendor of honest goods. 


A working monograph on the treatment of syphilis, 
prepared by the Dermatological Research Laboratories, 
will be sent with the compliments of the publishers to 
any physician requesting a copy. 

The introduction discusses arsphenamine vs. neoar- 


sphenamine, and mixed 
treatment. 

Chapters are devoted to methods of treatment: Intra- 
spinal injections; technic of preparing; arsphenamine; 
neoarsphenamine; sulpharsphenamine, and bismuth; pos- 
sible reactions and sodium thiosulphate. 

Requests for this monograph should be addressed either 
to The Abbott Laboratories, Chicago, or the Dermato- 
logical Research Laboratories, Philadelphia. 


sulpharsphenamine, bismuth, 





For the Convenience of Physicians located in the 
Eastbay region, the Travers Surgical Company has 
opened a store at 435 Nineteenth street, Oakland, tele- 
phone Oakland 343. The increased patronage of the 
members of the C. M. A. across the bay has made this 
possible. The same complete stock of supplies is carried 
in the Oakland store as has always been found in the 
San Francisco store, and the same service is rendered. 
The advertisement of this popular surgical supply house 
is always found in each issue of CALIFORNIA AND WEST- 
ERN MEDICINE, opposite the last page of reading matter, 
as their contract calls for this “preferred” space. 





Imitation may be the Sincerest Form of Flattery, 
but when it enters the health field, whether as a medical 
organization, publication or what not, it may prove dan- 
gerous to the unwary. 

We now have several imitators of Better Health maga- 
zine. Some have contented themselves with appropriat- 
ing the copyrighted title, while others carry the imitation 
to fake better health services. 

There are all sorts of fake “national” medical and 
research organizations that make their names and gen- 
eral procedures sound as much like the genuine as they 
can or dare. This obviously for the purpose of fooling 
the public. 

The “National Health Service,” an organization with 
something to sell, approximates our “U. S. Public Health 
Service” so closely in name that Surgeon-General Cum- 
ming has “released” a statement denying that the Gov- 
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ernment has any connection with the “National Health 
Service.” 





“Orders From Washington have stopped the sale of 
confiscated liquors to doctors, druggists, and hospitals.” 

An energetic doctors’ supply house broadcasts this in- 
formation, and at the bottom of their letter invites a 
telephone call for prompt service. 

But oh, what a difference in the price! 





The Anglo-French Drug Company take their place 
in this number along with our other accredited ethical 
advertising firms who invite the confidence and support 
of our members. Their new offices are in the Flood 
building. 





Alum Rock Sanatorium—Dr. Charles P. Durney, who 
has been active in tuberculosis work in the Hawaiian 
Islands for the last fourteen years, and who is head of 
the Government Sanatorium at Kula, Maui, T. H., has 
accepted the position of resident medical director of the 
Alum Rock Sanatorium, and will be associated with the 
staff in developing its growth as an institution for the 
care of patients suffering from lung diseases and tubercu- 
losis in all its forms. 

The Sanatorium has recently added a new wing of 
eight private rooms, and has completely rebuilt the culi- 
nary department. 





“Should Pay for Treatment.”—“The more I see of 
the way people spend their money,” says “A Red Cross 
Public Health Nurse” in the Pacific Coast Journal of 
Nursing, June, 1925, “the more I am inclined to question, 
as do the doctors, the wisdom of some of our work.” 





Electrocoagulation and Radiation Therapy in Malig- 
nant Disease of the Ear, Nose, and Throat—Electro- 
coagulation in the treatment of malignant disease of the 
ear, nose, or throat, according to George E. Pfahler, 
Philadelphia (Journal A. M. A.), will have only a very 
limited field of application. Electrocoagulation consists in 
the destruction of the disease by coagulation of the tis- 
sues. The heat is caused by the resistance in the tissues 
to the flow of the high frequency electricity. It differs 
from the destruction by cautery; it is not a transmitted 
heat, but is heat generated in the tissues and extends to 
a greater depth than that of the cautery. It destroys all 
kinds of tissue in its path, and, therefore, cannot be used 
where blood vessels, nervés, bone or other essential tis- 
sues must be preserved. It is a painful procedure and 
must be used with either local or general anesthesia. If 
the area to be destroyed is supplied by large blood ves- 
sels, these arteries must be ligated in advance for fear 
of a secondary hemorrhage when the slough separates. 
There is always a sloughing process which will continue 
for several weeks or months, until all the dead tissue has 
been thrown off. If bone has been destroyed, it will sup- 
purate, and generally separate as a sequestrum. Electro- 
coagulation can be used wherever the cautery can be ap- 
plied and often also in very small areas where only a 
single wire can be introduced. It must be used under the 
guidance of the eye, and much skill is required in order 
that the tissue may be destroyed to the proper depth. 
Tissue can be destroyed by plunging the needle to any 
depth, but this demands skill, experience, and an accurate 
knowledge of anatomy. Radiation, on the other hand, has 
been used extensively with good results. Radiation can 
be used to advantage preceding operation, following 
operation or independent of operation, and should always 
be used in conjunction with electrocoagulation. 


The Use of Antimony and Potassium Tartrate in 
Trichinosis—In a case cited by J. S. Grove, Chicago 
(Journal A. M. A.), very small doses of antimony and 
potassium tartrate proved effective; 1 cc. of a freshly pre- 
pared 2 per cent sterile solution was given intravenously. 
The next day 2 cc. of the 2 per cent solution was given 
intravenously. Following this the patient began to feel 
much better, and her temperature dropped to normal 
levels. On the third day, 3 cc. of the 2 per cent solution 
was given; on this day the patient developed slight mus- 
cular tenderness over the biceps brachii. On the fifth day, 
4 cc. was given. Three days later the patient was well. 
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MEETING OF THE Counc, C. M. A. 


The next meeting of the Council of the C. M. A. 
will be held in Dining-room No. 3 of Hotel Bilt- 
more, Los Angeles, September 26, 1925. 

An open meeting will be held in the same room at 
8 o’clock that evening to discuss industrial medicine 
and other subjects of general interest to members. 





C. M. A. Revistnc Extension Lecture PRoGRAM 


A revision of the Extension Lecture program 
of the California Medical Association is in progress. 
Every lecturer on the present list of speakers has been 
invited to revise the titles of his lectures at this time 
and submit the revised program to this office for 
publication. 

Any member not on the present list who desires 
to be included in this service should at this time fur- 
nish the State Association’s office his name and pro- 
gram. When lantern slides are used to illustrate lec- 
tures a notation to that effect is helpful. Lecturers 
are permitted the use of the Association’s lanterns 
in this service, and may secure them from the office, 
1016 Balboa building, between the hours of 9 a. m. 
and 5 p. m. daily, except on Saturday, when the 
office closes at noon. 

It is earnestly hoped that interest in the Exten- 
sion program will be stimulated by the submission 
of an enlarged and varied program. 





SACRAMENTO COUNTY 

Sacramento Society for Medical Improvement (re- 
ported by Bert S. Thomas, secretary) —Since our last 
report in August we have had three new applications 
for membership. These will be presented at the Septem- 
ber meeting. They come from E. P. Moser, Camino, 
Calif.; Charles G. Reynolds, Repressa, Calif.; Hans F. 
Schlueter, Sacramento, Calif. 

The recent death of J. F. Sigwart, which occurred 
during the doctor’s visit in San Francisco, came to us as 
a shock from a clear sky. He was a comparatively young 
man, in apparently perfect health. The heart of our So- 
ciety goes out to his parents, Mr. and Mrs. J. A. Sigwart. 

Sacramento and its close neighbor, Mather Field, have 
been assigned two hospital trains and two medical labora- 
tories by the Allocation Board of the Ninth Corps: Area. 
Once again, let me call your attention to the desirability 
of having our Society take an active part in comprising 
the professional personnel of these outfits. 

It is pleasing to see G. W. Dufficy again making active 
rounds at the Sisters’ Hospital. He spent a lengthy period 
in San, Francisco in a post-operative convalescence. 

Leo W. Farrell has continued as the resident surgeon 
at the Community Hospital. 

Mervyn F. Frandy is now located at Jackson, Amador 
County. He goes there from Placerville. 

With the coming of fall, the Society again starts its 
monthly meetings. The September meeting will be de- 
voted to a roentgenologic symposium. 


€ 


SAN BERNARDINO COUNTY 


San Bernardino County Hospital Accredited by the 
Council on Medical Education and Hospitals of the 
A. M. A.: 


Dear Doctor Musgrave—We are pleased to announce 
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that the San Bernardino County Hospital has been placed 
on the list of hospitals approved for internships. Copy of 
the Council’s letter to Dr. Tisinger, the superintendent, 
follows: 

“It is a pleagure to inform you that the Council on 
Medical Education and Hospitals has carefully consid- 
ered your application, together with the recommendation 
of Hospital Betterment Service Bureau of your state, and 
has placed the San Bernardino County Hospital on the 
list of hospitals approved for internships. A notice of 
this recognition will shortly be published in The Journal 
of the American Medical Association. 

We trust that this will be taken as an expression of 
confidence on the part of the Council and a sincere desire 
to be of any assistance to you in the future development 
and usefulness of the institution. 

Very truly yours, 
CouncIL ON MeEpIcAL EDUCATION AND HospIrALs. 
Per Homer F. Sanger.” 


SAN DIEGO COUNTY 

San Diego County Medical Notes (reported by 
Robert Pollock, M.D.)—The Alpine Sanitarium for the 
treatment and education of the tubercular, located at 
Alpine, California, is now under the general superin- 
tendency of Bryant R. Simpson, M. D., formerly in charge 
of the U. S. V. B. Hospital No. 64, Camp Kearney, Cali- 
fornia. Dr. Simpson employs a full-time specialist in 
tuberculosis as a house physician. 

As a guarantee of the character, equipment, and ser- 
vice afforded, it has been passed upon and has secured 
the endorsement of the Council of the San Diego County 
Medical Society, as well as the San Diego County Hos- 
pital Commission. The admirable location of this insti- 
tution in the foothills, with one of the most equable cli- 
mates in Southern California, will undoubtedly make of it 
a very desirable place to which we may refer our tuber- 
cular patients. 

Dr. Will H. Potter and Dr. Marjorie J. Potter have 
returned from the clinical tour of European capitals, 
which they much enjoyed. 

The fall scientific program of the Medical Society 
shows a number of interesting meetings, starting with the 
annual visit to the Imperial County Society, which meet- 


ing will be held at the Barbara Worth Hotel at El 
Centro. 


we 


SAN MATEO COUNTY 


San Mateo County Medical Society (reported by 
W. H. Murphy, secretary)—At the July meeting of the 
San Mateo County Medical Society a fee schedule was 
presented by a special committee and adopted by the 
Society. Fees for general practice, including office and 
home work, obstetrics, surgery, gynecology, orthopedics, 
laboratory work, and genito-urinary treatment were set. 
The Society also adopted a placard to be posted in each 
physicians office, stating the fees for the more common 
forms of medical service. The plan in general was 
modeled after that used by the Tulare County Society, 
data upon which was furnished by Dr. John N. Blood of 
Redwood City, who formerly practiced at Exeter. No at- 
tempt was made to regulate the fees for eye, ear, nose, 
and throat work, it being the feeling of the Society that 
a should be set by the men who specialize in these 
ines. 

The matter of establishing a credit bureau in connec- 
tion with the Society was also presented, but it was de- 
cided to leave this matter in the hands of the individual 
practitioners. A credit bureau operating in the county 
offered to handle the work for the Society at a flat yearly 
rate per member, providing all members would adopt the 
plan. As unanimous consent to this could not be obtained, 
it was decided to let the. credit bureau work with the 
members individually. 

Walter M. Dickie of the State Board of Health ad- 
dressed the Society at a special meeting on the evening 
of August 13 on the topic of full-time county health 
boards. At the July meeting a motion favoring the co- 
operation of the Society in such a movement was unani- 
mously passed, and it was decided to request Dr. Dickie 
to talk to the Society so as to familiarize the organization 
with the details of the plan. Dickie discussed the ad- 
vantages of forming a full-time county board and the 


CALIFORNIA AND WESTERN MEDICINE 


Vol. XXIII, No. 9 


methods by which it might be done. He also spoke of 
infant mortality in California, and brought out the fact 
that in most counties a large amount of money is being 
spent yearly on health work with little results, due to the 
lack of proper organization and supervision. 

Following Dr. Dickie’s speech, the point was brought 
out by members of the Society that at present many “lay” 
organizations in the county are fostering the plan of a 
county health board, and that these bodies should have 
support and leadership from the county society. In order 
to further this plan, a committee was appointed to co- 
operate with such organizations. Members of the com- 
mittee are F. Holmes Smith, San Bruno; W..C. Chidester, 
San Mateo; and W. H. Murphy, Redwood City. 

At the present time the Society is carrying on work to 
familiarize the various interested organizations of the 
county, as well as the public at large, with the fact that 
the Society is behind the movement in question, and ready 
to lend it full support. The co-operation of the district 
attorney is also being requested in the legal aspects of 
the movement. 

Harper Peddicord, formerly of Fort Bragg, has opened 
an office in Redwood City. He has transferred his mem- 
bership from the Mendocino Society to the San Mateo 
County Society. 

M. F. Desmond, Burlingame, and John N. Blood, Red- 
wood City, both of whom have been away from practice 
because of illness, have recovered sufficiently to carry on 
their work. 

James Raphael, formerly connected with the South 
San Francisco Hospital, has removed to Berkeley. 


SANTA BARBARA COUNTY 


Santa Barbara County Medical Society (reported by 
Alex C. Soper Jr., M.D., secretary)—No meetings are 
being held through July and August, a vacation having 
been unanimously declared. Physicians of the city are 
busy enough finding new quarters, there being an almost 
universal desire to be “on the ground” and not in a big 
office building since the earthquake. The result so far is 
a considerable association of “groups” in bungalows, 
either new or reconstructed. These men are, however, 
careful to state that they are associated together only by 
“contiguity.” So may be noted the association of Robin- 
son, Isaac, Ullman, and Hotchkiss; of Schurmeier and 
Bagby; of Pierce, Freidell, Wells, Ryan, and Stevens; 


and of Brush, Luton Means, Soper, Varick, and Allen and 
Marian Williams. 


Damage to the St. Francis Hospital was considerable, 
and the miraculous escape of everyone in the building is 


remarkable. At first their patients were cared for at 
the Cottage Hospital tent colony, but later the old St. 
Francis building was prepared for their use. 


The General (County) Hospital was badly damaged, 
but here also no one was injured. Patients were moved 
out onto the lawn, while the main building, nurses’ quar- 


ters, and superintendent’s buildings are being recon- 
structed. 


Practice during the first days of the quake was much 
disturbed, due to temporary lack of telephones, gas, elec- 
tricity, and quarters. Various members of the Society 
did community service—those of the Reserve Corps espe- 
cially, Lieutenant-Colonel Ullman and Major Means hav- 
ing the particular duty of issuing passes to the myriads 
of people wishing to enter the damaged zone, and Wilson 


and Henderson giving many first-aid treatments at the 
Red Cross headquarters. 


The quick action of the gas and electric employes in 
shutting off supply immediately undoubtedly saved the 
city from conflagration. The telephone operators, with 
walls crumbling all around them, stuck to their desks and 
maintained connections as long as possible, while the long 
distance wires were the first to be re-connected, giving 
the outside world a chance to inquire about conditions. 


“When the earthquake came,” writes Amy Cryan, 
“the forty nurses of the Santa Barbara Cottage Hospital 
were at breakfast, and at once—without delaying for 
orders—each one went to the patients she had just been 
nursing, as promptly and simply and courageously as if 
it had been part of her routine training. These girls car- 
ried out the patients, many of whom were helpless and 
some of them were heavy men, and not till afterwards 
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did they realize how strained their backs and arms felt. 
They did not realize that they had acted heroically; they 
did not even know how all-important their courageous 
work was to prove, since it left them ready to deal with 
the patients who were rushed down from the St. Francis 
Hospital, which was wrecked.” 

“Bright as are the pages of the history of medicine, 
the record of the Santa Barbara Cottage Hospital has 
brightened these pages still further with its gallant rec- 
ord of devotion to duty. Characteristically, it is left to 
an outsider to record that historic week.” 


CHANGES IN MEMBERSHIP 


New Members — Alameda County — Donald D. Lum, 
Alameda; Thomas O. Lake, Berkeley; Gordon W. 
Roberts, Oakland. 

Kern County—Thomas L. Matlock, Wasco. 

Los Angeles County—H. N. Krohn, Charles F. Sebas- 
tian, Joseph M. Klein, Bernard Aronchik, Oscar S. Essen- 
sen, Frederick D. Facey, Howard L. Hatfield, C. H. Hay- 
ton, J. C. Ross, Cora Smith King, John F. Van Paing, 
Allan M. Wilkinson, M. H. Newman, Harry J. Mayer, 
Los Angeles; Ralph Kirsch, Lamada Park; Erle B. 
Woodward, Monrovia. 

San Diego County—John J. Shea, Anita M. Muhl, Wil- 
liam C. Newton, Philip M. Harker, San Diego. 

San Mateo County—Fred C. Smith, Palo Alto. 


Deaths—Sanborn, Christopher Allen. Died at Red- 
lands, July 18, 1925, age 70. Graduate of Bellevue Hos- 
pital Medical College, New York, 1882. Licensed in Cali- 
fornia in 1888. Doctor Sanborn was a member of the 
San Bernardino County Medical Society, the California 
Medical Association, and a Fellow of the American Medi- 
cal Association. 


Sigwart, Joseph Frederick. Died at San Francisco, 
August 2, 1925, age 39. Graduate of the St. Louis Uni- 
versity School of Medicine, 1912, and licensed in Cali- 
fornia the same year. Doctor Sigwart was a member of 
the Sacramento County Medical Society, the California 
Medical Association, and a Fellow of the American Medi- 
cal Association. 


Allergic and Toxic Properties of Lens Protein—Of 
eighty-six patients tested by Sanford R. Gifford, Omaha 
(Journal A. M. A.), with lens protein, 12.6 per cent gave 
positive dermal reactions. Of those giving positive skin 
tests, six showed unusual post-operative ocular reactions, 
which may well be interpreted as due to their sensitiza- 
tion to lens protein. In a further case with a very severe 
reaction there seemed no doubt of this. It was found pos- 
sible to sensitize animals by injections of lens protein, so 
that discission produced an increased ocular reaction; but 
this occurred most often in animals treated so intensively 
as to be immunized to lens protein. In eight patients 
with negative skin tests, ocular reactions, apparently due 
to absorbing lens matter, occurred, indicating some toxic 
factor, not depending on anaphylaxis, in the lens matter 
itself. Normal lens matter showed toxicity when injected 
into the, anterior chamber of the eyes of animals, but 
cataractous lens matter was apparently much more toxic, 
nine of fourteen animals showing more marked reactions 
from the cataractous lens, and none more marked from 
the normal lens. There is evidence that autolysis of the 
lens proteins occurs, with the production of leukomains 
and allied products, which may be toxic, and that the 
chemical differences between cataractous and normal 
lenses can explain the greater toxicity of cataractous lens 
matter. While endophthalmitis phaco-anaphylactica, in 
the sense of Verhoeff and Lemoine, undoubtedly does 
occur, a large number of reactions to lens substance can- 
not be explained as anaphylactic, and perhaps a majority 
of such reactions are due to the toxicity of lens matter 
itself. Hence, a better name for the whole group of re- 
actions is that of Straub, “endophthalmitis phacogenetica.” 


Anaphylactic Shock and Failure of Desensitization 
After Administration of Pneumococcus Type 1 Serum 
—The case reported by M. A. Blankenhorn, Cleveland 
(Journal A. M. A.), presented three unusual phenomena: 
1. The patient developed fatal septicemia after surviv- 
ing lobar pneumonia terminating in crisis by the aid of 
antiserum. 2. He became extremely sensitive in nineteen 
days after serum treatment, but the sensitization was not 
discernable by skin test. 3. Desensitization failed. 
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: SOLOMON AND THE NEWER 
MEDICINE 
Solomon was a great king and a wise man—and 
a blasé one we may imagine because, as the cham- 
pion wise cracker of his day, he pulled that one 
about there being nothing new under the sun. 


Of course, one may excuse Solomon. One may 
excuse any man with his reputed number of lady 
friends and wives. According to the fundamental- 
ists, woman was made from the bone of a man— 
and she’s been a bone of contention ever since. But, 
the point of it all is that Solomon, reputed the wisest 
bird of his day, either before or after his run-in 
with Sheba—we forget which—opened his mouth 
and spilled something that really justified his repu- 
tation for wisdom more fully than even he perhaps 
imagined at the time. 


President 
Secretary 


Speaking of avocados—this brings us to the sub- 
ject of recent modern medical research and the eter- 
nal subject of metabolism, which is, after all, but 
the study of that wonderful engine, the body, in 
which cholesterol, activated by the sun bath in the 
skin capillaries, carries its resultant quality to the 
cell to explode it into activity, and so make the 
engine run. 

Looking at medicine from the attitude of a man 
in the bleachers observing a game, it appears now 
that the study of internal function—in other words, 
internal medicine—is the line along which medicine 
in the future must advance. . 

Surgery, after all (and with all respect to the 
brilliancy of its performance) is but a makeshift—a 
tacit confession that we know of nothing better— 
nothing more that can be done. Yet in a wide range 
of conditions surgery may presumably be avoided, 
if the understanding of the causation of the final 
condition is arrived at, and the defective metabolism 
leading to it be corrected in time. 

Comes now parathyrin, as perhaps the latest meta- 
bolic advance. Parathyrin is an extract of the para- 
thyroid glands. It has shown wonderful results in 
tetany, either of disease or of traumautic injury 
of the parathyroids. It may be expected to show 
equally good results in the body metabolism of 
lime—hence, in the treatment of, say, spasmophilia, 
putrefactive bowel conditions, the treatment of 
ulcerative processes of the digestive tract or of the 
integument—or any condition depending largely 
upon lime imbalance, just as we already know that 
the pituitary is so intimately involved in the process 
of growth, and the thyroid in the maintenance of 
normal basal metabolism, and the adrenals with 
blood pressure and a normal or abnormal circula- 
tory tone, as well as a possible defensive function 
in infectious processes. 

And this brings us back to our text and the 
truth of Solomon’s world-weary observation. Be- 
cause all these extracts are derived from animal 
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organs—desiccated or otherwise—and for untold 
generations the Chinese have been feeding the or- 
gans of animals to the afflicted individual to correct 
internal function. And there you are. Endocrin- 
ology isn’t such new stuff after all. It’s only a re- 
finement of method rather than a new or radical 
thing. 

And yet—and yet one wonders where it all may 
lead in the eventual history of medicine. More and 
more it appears that the question of immunity and 
infection hinges upon metabolism—functional bal- 
ance more than any other thing. Infection, then, 
depends upon a condition or conditions tending to 
make the body of the most fit soil for the infecting 
growth, and these conditions, even to the point of 
tissue change wrought by trauma, are but changes 
in metabolic balance, with a resultant lowering of 
resistance to a danger point. Health or unhealth 
at this rate would seem to be but a matter of meta- 
bolic—or function—balance, depending upon a 
bodily chemistry properly maintained. 

Hence, one wonders if in the future the internist 
will not perhaps be the one to solve the riddle of 
such a maintained balance which so long ago led 
the Chinese to employ an organotherapy different 
from ours in form, though not in any sense dif- 
ferent in intent. 

At least it seems that if medicine is to advance 
greatly, it must advance along this line. Should it 
do so, prophylaxis or early attack on disease will 
profit, and polypharmacy will decline. Today the 
effort to sterilize is in reality the treatment of a 
symptom rather than any other thing. Naturally, if 
an infecting agent can be destroyed, the infected 
tissue, unless too greatly damaged, may eventually 
regain a normal or nearly normal tone. But how 
much better could the condition have been prevented 
or aborted before any great damage was done. To- 
day do we not in actuality pay too much attention 
to the infection and not enough to the metabolic 
tone? Do we not treat the infection too much per 
se, and leave the body, once the infection is de- 
stroyed if we do succeed in bringing about its de- 
struction, to recover its damaged balance as best 
it may—much like a battered tin Lizzie limping 
home on two cylinders and a flat tire? Are we not 
actually putting the cart before the horse in this 
way many times? If infection means lowered me- 
tabolism or a metabolism deranged, then does it not 
mean a metabolism still deranged even after the in- 
fection has been abated by whatever agency we have 
employed? And in this direction does it not lie for 
internal medicine to accomplish marvelous things? 
Will we come to a day when bio-chemic changes can 
be recognized early enough to prevent disaster from 
occurring before rather than after the fact? I don’t 
know and you don’t know. But it is pleasant to 
theorize. And to us it seems that with the medical 
man it lies to show whether Solomon’s classic dic- 
tum was right or wrong—at least as to medicine. 


A YEAR AND A MONTH 
It is now a year and a month since the president 
of the Utah Medical Association, in his official 
capacity, and, as we suspect, because we had already 
won a pair of nickle-plated spurs as a writer of fic- 
tion, and hence knew a little about stringing words 
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together, appointed us as the incumbent of Ye Edi- 
torial Chair for the state. 


Since then, however, we: have tried our “damn- 
dest,” as the cowboy put it, to make the Utah sec- 
tion of the Journal something which the medical 
men of the state might care to read. And, quoting 
the cowboy again, “Angels can do no worse.” 


Now that another convention approaches, how- 
ever, and we may be given our just deserts and 
cast into the ash-can in favor of one better able to 
carry on the work we have attempted, it seems 
timely to say a word in our own behalf. First, then, 
we have tried to make the Utah section as interest- 
ing as we could, and as complete in regard to medi- 
cal news. We want to thank the secretaries of the 
various county societies who have co-operated, and 
we want to damn the secretaries who have not. The 
Utah section should be representative of the state. 
Merely because the editor happens to be a Salt Lake 
man is no reason why there should be a feeling, as 
has been intimated to him, that Salt Lake wants to 
hog the thing and would not print news from other 
parts of the state if it were submitted for use. And 
we want to say here and now that such a thought 
or statement is “all damp.” What we would like 
above all things is a chance to get hold of all the 
information bearing on the medical activities from 
Cache County, south to Dixie. And we'll print it 
if we can get it to print. And we dare any secre- 
tary to send in his stuff and prove or disprove this 
statement. And we know who is going to be con- 
vinced. Yet, in the last year, only Box Elder and 
Weber have given us a chance to make good, and 
we've printed everything -they sent. And we've 
thanked and do thank the secretaries of those socie- 
ties for having given us the chance. And we wish 
the other societies would get up on the wagon and 
help drive, instead of passing us up. 

This, however, is not a belch. Because, in spite 
of all our disappointments in support, we have en- 
joyed the work, and we feel and we hope the readers 
feel with us that we have done something to im- 
prove the Utah section inside the last year and a 
month. 


We thank you: 


Utah News Notes (reported by G. U. Giesy, associate 
editor)—News this month resembles the proverbial hen’s 
teeth. Everybody is vacationing or going to vacation or 
has vacationed. The societies are not meeting. About all 
that is left is routine work, and that is something we 
can’t report. 

Drs. Root, Schulte, and Rich have 
Europe, after a very enjoyable trip. 

Dr. Sandberg of Salt Lake has left for an extended 
trip to Europe with his bride. During their absence they 
will visit England, France, Germany, and Austria. While 
in Europe Dr. Sandberg will do post-graduate work in 
Berlin and Vienna. The return home will be made by 
way of the Mediterranean countries, with a tour of 
Canada to round off the honeymoon. 

The following physicians have been recently licensed 
to practice within the state: 

Maurice Carver Melrose of Iowa, Vernon Scott Lilly 
of Ohio, James Albert Pederson of Washington, D. C.; 
Frank J. Lemon of Washington, and Thomas Francis 
Welsh of Nebraska. The new physicians admitted through 
examination are Robert E. Smylie of Price, T. M. Aldous 
of Springville, Leslie A. Smith of Logan, Leslie J. White 
of Salt Lake, Junio E. Rich of Ogden, Silas S. Smith of 
Salt Lake, and H. Asa Dewey of Bingham. 


returned from 
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TWENTY-SECOND ANNUAL MEETING 


As we go to press, the Twenty-second Annual Session 
of the Nevada Medical Association is being held at Elko. 
The program, as given below, is a splendid one; and 
many of the papers, carefully edited and discussed, will 
appear during the year in CALIFORNIA AND WESTERN 
MEDICINE, as the official publication of the N. M. A. 

The meeting is being held September 4, 5, and 6, so 
that members and guests may also take advantage of the 
Utah annual meeting and post-graduate week, at Salt 
Lake, September 7 to 12. 

Officers and committees of the N. M. A. are as follows: 

Officers—President, William M. Edwards, Yerington; 
First Vice-President, A. J. Hood, Elko; Second Vice- 
President, A. F. Adams, Reno; Secretary-Treasurer, C. E. 
Piersall, Reno. Trustees—W. A. Shaw, Elko; A. P. 
Lewis, Reno; George F. Pope, Winnemucca. 

Council—S, K. Morrison, Reno; Hal L. Hewetson, Las 
Vegas; J. T. Reese, Yerington; William Howell, Gard- 
nerville; F. M. West, Lovelock; A. L. Stadtherr, Reno; 
P. D. McLeod, Tonopah; William Brennen, Eureka; 
Charles E. Sweezy, Winnemucca; M. J. Rand, Ely; 
William Riley, Gold Hill. 


CoMMITTEES 


Membership—B. Brown, A. C. Olmsted, C. C. Bullette. 

Judicial—M. A. Robison, A. J. Hood, R. A. Bowdle, 
A. R. Craig, Horace J. Brown. 

Scientific Work and Program—V. A. Muller, J. C. Fer- 
rell, A. Huffaker. 

Necrology—Mary H. Fulstone, Donald Maclean. 

Entertainment—C. E. Secor, W. A. Shaw, J. R. Eby. 

Public Health and Education—Henry Albert, W. A. 
Shaw, M. R. Walker. 

Delegate to A. M. A.—C. E. Piersall. 

Alternate—William M. Edwards. 

Military Affairs—The President, Vice-President, and 
Secretary. 

PROGRAM 
Friday, September 4, 1925 
Elko General Hospital 

Colonel L. M. Maus, Hot Springs, Ark.—Hydrotherapy 
at Hot Springs, also Medical Exhibit. Discussion by R. H. 
Richardson, P. K. Brown, and M. J. Rand. 

J. F. Kerby, Salt Lake City, Utah—Anomalies, Diseases 
and Injuries of the Spine. Discussion by James Watkins 
and D. Maclean. 

George L. Eaton, San Francisco, Calif—One Hundred 
and Fifty Prostatectomies. Discussion by A. L. Stadtherr, 
V. A. Muller, and W. B. Coffee. 

Edgar L. Gilcreest, San Francisco, Calif—The Treat- 
ment of Fractures of the Elbow Joint and the Lower End 
of the Humerus. Discussion by A. R. DeCosta, A. J. 
Hood (Elko), and J. T. Watkins. 

Henry Albert, Reno—The Prevention and Control of 
Infantile Paralysis. Discussion by John Tees, J. E. Wor- 
den, G. L. Belanger, Alex McIntyre, and G. L. Dempsey. 

At the noon luncheon, Dr. Gilcreest will give an illus- 
trated talk on Reminiscences of Sir William Osler. 

William H. Brennan, Eureka—The Physician in Poli- 
tics. Discussion by D. Maclean, George Servoss, A. C. 
Olmsted, and M. A. Robison. 

W. H. Riley, Gold Hill—Problems of the Industrial 
Surgeons. Discussion by D. Maclean, James Watkins, 
and H. J. Brown. 

Horace J. Brown, Reno—The Workings of the A. M. A. 
Discussion by M. A. Robison, A. R. Kilgore, and S. K. 
Morrison. 

Philip King Brown, San Francisco, Calif—The Medi- 
cal and Surgical Treatment of Angina. Discussion by 
E. H. Falconer, T. W. Bath, C. E. Secor, and W. J. Van 
DenBerg 

Eric A. Larson, Woodland, Calif—The Treatment of 
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Peptic Ulcer. Discussion by J. W. Gerow, G. R. McGee, 
and G. L. Eaton. 


Saturday, September 5 
Professor R. G. Foster, of Nevada Agriculture Exten- 
sion Division, U. of N., Reno—Health Contests among 
4H. Clubs. 
W. B. Coffee, San Francisco, Calif.—Discussion by 


R. A. Bowdle, M. B. Wesson, W. A. Shaw, and S. M. 
Sproat. 


Miley B. Wesson, San Francisco, Calif—Conservation 
vs. Radical Surgery for Traumatic Rupture of the Kid- 
neys. Discussion by B. H. Caples, E. L. Gilcreest, and 
A. L. Stadtherr. 


V. A. Muller, Reno—The Management of the Goiter 
Patient. Discussion by W. B. Coffee, R. P. Roantree, and 
H. L. Hewetson. 


W. W. Washburn, San Francisco, Calif.—Intestinal 
Obstruction. Discussion by E. A. Larson, B. Brown, and 
C. W. West. 


Maxmilian L. Herzig, Seattle, Wash—A Study of 
Thoracoplasty in Unilateral Pulmonary Tuberculosis. 
Discussion by P. DeM. McLeod, A. P. Lewis, and D. G. 
Lynwalter. 


T. W. Bath, Reno—Gonorrhea in Women, Pathology 
and Treatment. Discussion by A. B. Spaulding, G. W. 
Green, and A. L. Thompson. 


A. B. Spalding, San Francisco, Calif—The Surgical 
Utility of the Pelvic Fascia in Cases of Cystocele, Recto- 
cele, and Uterine Prolapse. Discussion by E. A. Larson, 
E. K. Smith, and H. W. Sawyer. 


Albert Soiland, Los Angeles, Calif—The Granuloniata, 
Hodgkin’s Disease, Lympho-Sarcoma, and Leukemia. Dis- 
cussion by A. R. Kilgore, W. N. Kingsbury, and J. F. 
Kerby. 

The business session will be held in the Elko General 
Hospital, 8. p. m., Friday, September 4. Just following 
the business session will be moving pictures, showing 
pulmonary tuberculosis, presented by the Reno Radium- 
X-Ray Association. 

Banquet at Lamoile Saturday evening. 


Sunday, September 6, will be devoted to a fishing trip. 
Ladies cordially invited. 

Arrangements are made for other entertainments. An- 
nouncement of details will be made at the first session. 

Clinics will be held at the Elko General Hospital. 


The Washoe County Medical Society, reports Henry 
Albert, secretary, met in regular session in a room of 
the Chamber of Commerce, August 11, President Vinton 
A. Muller presiding. 

Business—The application for membership in the So- 
ciety made by Carl H. Lehners, having been approved by 
the Board of Censors, a motion was passed that the sec- 
retary be instructed to cast the unanimous vote of the 
Society for the election of Dr. Lehners. 

The secretary read communications from representa- 
tives of the Treasury Department of the Federal Govern- 
ment, in answer to the request of the Society to have the 
Federal Government discontinue the war tax imposed on 
physicians under the Harrison Narcctic Law; and also to 
permit certain professional expenses incurred in connec- 
tion with medical meetings and post-graduate study de- 
ducted from the physician’s income in the computation 
of the income tax. The replies in each case indicated an 
attitude on the part of the Federal Government that 
present rulings were justifiable. 

L. G. Kassabian applied for membership in the Society. 
The application was referred to the Board of Censors. 

Program—Drs. S. K. Morrison and R. H. Richardson 
gave very entertaining and instructive talks on “Observa- 
tions and Impressions of Medical Activities Abroad.” 
They recently returned from a visit to the medical cen- 
ters of Canada, England, Ireland, and Scotland. The 
visit was made in company with about three hundred 
other physicians. 

Attendance—Members: Adams, Albert, Bath, Brown, 
Caples, Da Costa, De Chene, Fuller, W. H. and A. J. 
Hood, Lewis, Morrison, Muller, Piersall, Richardson, 
Robinson, Robison, Tees, Thompson, Walker. 





CALIFORNIA AND WESTERN MEDICINE 


CORRESPONDENCE 


POPE TRAVELOGUE 


Tanganyika, June 23, 1925. 
My dear Dr. Musgrave—Since writing you last, Africa 
has furnished quite a bit of amusement to our hunting 
party. A portion of this was the mix-up which Stewart 
Edward White and his two gun-bearers had with a 
leopard. 


The dispatch news of this event has, of course, been 
in the daily papers—at least I walked thirty-four miles 
to the nearest human contact and started the message to 
Mrs. White. 


You recall the episode, a common one in this country: 
White wounded a leopard with a bullet in the body, too 
far back to kill it outright. The beast entered the jungle, 
and in an attempt to rouse him from his retreat, the 
gun-bearer was attacked, the two rolling over in com- 
bat on the ground. White could not shoot, for fear of 
killing his man. A second gunboy ran up and was, in 
turn, borne to the ground by the fighting animal. White 
now had a chance to land a shot. The leopard left his 
second victim and sprang upon White, knocking the gun 
from his hands and bearing him to the earth. 


White clutched the beast by the throat and threw his 
weight upon its chest until he choked it to death. He was 
bitten in the arms and shoulder and clawed in the face. 


The second gun-bearer was bitten in the arm, and the 
first man was a mass of shredded flesh. His arms ‘were 
deeply wounded by the leopard’s fangs, his scalp was 
torn loose from his skull and lacerated to an extensive 
degree, but, worst of all, the animal caught the skull be- 
tween his jaws and tried to crush it. One fang entered 
the orbit, ripping the eyelid to pieces, fracturing the 
outer bony structure and almost enucleating the eyeball. 
The wound extended deeply into the temporal fossa. The 
opposite fang grooved the calvarium as if a gouge had 
been driven over the bone. 


The disfigurement was terrible! 


White disinfected all these wounds as best he could 
with permanganate crystals. 


By the time I arrived on the scene several hours later, 
they were laid out under a thorn tree, and a pretty mess 
of tatters and blood. 


White insisted that I attend to Solomani, the gun boy, 
first. I dressed his wounds in saturated permanganate 
solution on gauze, after syringing them all to their depths 
with the same. Having treated all men alike, we made 
a crude stretcher for Solomani and carried him to camp, 
some four miles. He was in shock, of course. When I 
got him in camp I set out my surgical equipment, which 
was hardly adequate for wholesale injuries of this sort. 


I gave Solomani chloroform and operated upon him at 
the same time, having no assistance but one intelligent 
tent boy, Hassani. 

Out in the open, with a few boxes for tables and the 
simplest outfit in the world, we did the best we could for 
the poor fellow, cleaning his wounds, opening up pockets 
for drainage, repairing his ragged eyelid, and putting 
his optic back where it belonged. I was the only white 
man on deck—Young and Simson were in Nauobi, and 
the astonished natives stood around with China eyes, to 
see me cast one of their number into so deep a sleep that 
I could cut and sew without pain. We applied moist 
dressings and put him back on his straw couch in his 
little mud hut. 

White’s wounds healed nicely, and on the third day 
following, just to show his status, he went out and shot 
another lion—and, incidentally, broke open his shoulder 
wound. 

The second gun boy, Kysuma, also recovered with a 
moderate amount of infection. But poor Solomani, when 
I removed his dressings next day, I found every scalp 
wound crawling with magots, which I killed with a 
kerosene compress, and two or three days later every 
wound was running good, old trench pus, with bacteria 
of every known description, I assume. 

For three weeks I’ve had a daily clinic, dressing wounds 
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that would satisfy a hyena for richness of odor and 
quantities of pus. 

Dakin’s solution would have been the thing to use, but 
unfortunately we are six weeks away from the nearest 
supplies. I syringed the deep wounds with a dilute iodine 
solution and kept the compresses moist with sheep dip, 
the only antiseptic that I had in quantity. 

The eye has undergone a pan ophthalmitis, and I fear 
is a complete loss. Fragments of bone and bits of grass 
driven way back in the orbit came out with the flow of 
pus, and the eyeball will have to be enucleated soon, I 
fear. 

The lacerated and punctured wounds made by the 
leopard’s long canine teeth in the forearm are remark- 
able. There are half a dozen or more and extend com- 
pletely through the muscles of the upper segment, but do 
not fracture either bone. They look a good deal like 
shrapnel injuries. Fortunately, no large nerves or blood 
vessels seem to be severed and the joint is not invaded, 
though the olecranon bursa was ripped open. 

No anti-tetanic serum was used; we had none. Sal- 
varsan has been employed in other cases of septicemia 
following lion bite, and the reports are good. 

So this is Africa! Well, these predatory creatures know 
their business. We have met officially and taken the 
scalps of thirty-four lions and five leopards to date, and 
the score is in our favor so far. They have registered a 
dozen close misses and three hits; we have stung thir- 
teen with our shafts, mortally wounding seven and kill- 
ing the rest outright. The others we have had to use 
more persuasive arguments on, and they capitulated. 
Otherwise all is peace and quiet. 

Yours as ever, 
SAXTON Pope. 


The new plant of the Abbott Laboratories, pictured 
below, is now nearly ready. Here the newest synthetic, 
medicinal chemicals are made in large quantities by im- 
proved processes, insuring purity and accuracy. Here 
also are extracted from the crude drugs the medicinal 
principles used largely throughout the pharmaceutical in- 
dustry, as well as by the medical profession. 


Larger quarters will be provided for the extensive 
research work now being carried on by a large staff of 
chemists, and new buildings are being provided for the 
manufacture of the well-known Abbott pharmaceutical 
specialties. 

The administrative office of the Abbott Laboratories 
will be moved about October 1 of this year to the new 
plant. The postoffice address will be Waukegan, Illinois. 


Every advertiser is a purchaser of character and circu- 
lation in certain proportions when he contracts for adver- 
tising space in any publication. Like the purchaser of the 
publication property, he must decide if he will base his 
estimate of its value to him on the volume of its circula- 
tion alone or upon its standing among its readers, which 
is a direct reflection of its character. Circulation is a 
product of salesmanship. Character, in a publication, is 
the issue of a union of high ideals with rigid standards 
of performance. Circulation alone can give no assurance 
of stability in the market it reaches, for readers may come 
and go, stay for a while and pass on, yet so long as sales- 
manship keeps renewal apace with mortality, volume re- 
mains unchanged. Character, however, is the guarantee 
of stability, for confidence in any publication is based on 
its character; and confidence begets continued loyalty, 
which in turn insures stability. And who can say that a 
stable market is less desirable than a fleeting one?— 
Reprinted from A. B. P. News. 








